semerican Journal of 


The 83rd Annual Meeting 
Kansas City, Mo. 
Municipal Audi orium 
November 14-133 


‘AUGUST, 1955 


volume 45 


number 8 


| 


AJ.P.H., AUGUST 1955 


On Guard... io bring milk 
to the public at its best! 


The highest standards of sanitation in the world protect 
America’s milk supply as it travels the long road from 

' the grazing field to the home. Much of this milk 
completes its journey in Canco milk containers. Here 

is the third of a series which outlines in brief the story of 
Canco containers and the role they play in bringing 

milk to the public at its best. 


aie 
The assembled Ca.:co containers are preheat- After being drained of excess paraffin, the con- 
ed and then immersed in molten paraffin in this _tainers receive a blast of filtered, refrigerated air. 
enclosed machine. As an added sanitary precau- This solidifies the paraffin coating. Then the 
tion, the air required in this paraffining process is _ plugs are sealed (to prevent the introduction of 
filtered as it flows into the apparatus. bacteria) and the containers leave the machine. 


@ Bacteriological and sanitary control takes 
precedence over every other consideration in the 
manufacture and use of Canco fibre milk containers. 
For the American Can Company seeks to do 

more than merely meet allowable tolerances. Thus, 
better than 96% of Canco containers are shown 

to be sterile by frequent rinse tests conducted 

in our factory. The remaining containers yield only 
two to four bacteria each—less than four-tenths 

of one percentum of the tolerar-e! 


Fibre Milk Container Department > 
AMERICAN CAN COMPANY 
100 Park Avenue, New York 17, N.Y. 
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NO ONE IS COMPLETELY IMMUNE 


BONAMINE.. 


BRAND OF MECLIZINE HYDROCHLORIDE 


Motion sickness afflicts people of all ages 
because almost everyone is sensitive to 

: labyrinthine irritation induced by travel 
on land and sea and in the air. 


Bonamine has proved unusually effective to Supplied: 

‘ prevent and treat this minor but distressing Bonamine Tablets (scored and 
complaint. And a new agreeable method Mas tasteless) 25 mg. 
of administration is now offered by the Bonamine Chewing Tablets 25 »g. 


incorporation of this well-tolerated agent, 
with its prolonged action, in a pleasantly 
mint-flavored chewing-gum base. 90% of the 
drug content becomes available in only 
five minutes of chewing. 


Bonamine is also indicated for the control 

of nausea, vomiting and vertigo associated with 
labyrinthine and vestibular disturbances, 
Meniére’s syndrome and radiation therapy. 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
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2.5cc. Hypertussis eliminates massive dosage in whoop- 
ing cough treatment or passive prevention. A crystal- 
clear homologous protein, 2.5 cc. Hypertussis contains 
the gamma globulin equivalent of 25 cc. of human 
hyper-immune serum. This specific anti-pertussis frac- 
tion is concentrated 10-fold to obviate the pain and 
inconvenience associated with massive dosage—giving 
you the advantage of 

“a thimbleful of dosage for a handful of baby.” 


Hypertussis will not interfere with 
the use of antibiotics where they <@M@ilis, For whooping cough prophylaxis 


may be indicated. and treatment specify 


2.5ee. HYPERTUSSIS" 


ate intramuscular injection. ~ yma (anti-pertussis serum-human) 


* 
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"ANTABUSE”. . “most important 


advance in the medical management of 


chronic alcoholism...’ 
Feldman, D. J., and Zucker, H. D.: J.A.M.A. 153:895 (Nov. 7) 1953. 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” gives the patient a forceful and im- 

mediate reason for not drinking . . . he finds he cannot drink without experiencing extreme * 
discomfort. By keeping the patient away from alcohol, “Antabuse” serves as a valuable ad- 

junct to psychotherapeutic measures. 


“Antabuse”® brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, bottles 
of 50 and 1,000. 


Complete information available on request. 


Ayerst Laboratories New York, N.Y. Montreal, Canada 
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A New Selective Medium for Isolation of 
Coagulase-Positive Staphylococci 


TELLURITE GLYCINE AGAR 


The medium of Zebovitz, Evans and Niven, 
the American Meat Institute Foundation. 
Permits growth of coagulase-positive staph- 
ylococci, inhibits growth of coagulase-nega- 
tive and extraneous organisms. 


Designed for plate counts of food poisoning 
and pathogenic staphylococci, the medium 
provides a vastly improved means for isola- 
tion of these bacteria. 


Literature sent on request 
Available through your laboratory 
supply house or 


CASE LABORATORIES 
BACTERIOLOGICAL CULTURE MEDIA 
515 N. Halsted St., 

Chicago 22, Illinois 


OVAL WOOD DISH 
CORPORATION 
Tupper lake, N. Y. 

509 WABASH 
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Bottled Carbonated Beverage 


No patient likes to take medicine. Whether it is 
a tablet or liquid, it is usually administered with 
water. Medical experience has demonstrated the 
advisability of recommending to the patient that 
medication be taken with a bottled carbonated 
soft drink. 

The pleasant “tanginess” of the efferves- 
cence, or the flavor of the drink itself are quick 
to remove the patient’s dislike of the dose, or 
any unpleasant taste. Action of the medicine in 
the patient’s system is speeded up because the 
drink leaves the stomach faster, carrying the 
dose to the intestines, where it is utilized more 
rapidly. Also, the increased action of the taste 
buds and salivary flow aid in that utilization. 

Penicillin tablets, narcotics, and laxatives 
such as milk of magnesia, are particular types of 
medicine where speedier action or the overcom- 
ing of taste are important factors. Bottled car- 
bonated soft drinks have been suggested where 
medication of inflamed tonsils is indicated and 
is of special value for young children who can- 
not gargle — the effervescence tends to relieve 
the pain of congestion. 


The American Bottlers of Carbonated 
Beverages is a non-profit association of 
manufacturers of bottled soft drinks, 
with members in every State. Its pur- 
poses ...to improve production and dis- 
tribution methods through education and 
research, and to promote better under- 
standing of the industry and its products. 


The National Association of V the Soft Drink Industry 
American Bottlers 
of Carbonated Beverages 


WASHINGTON 6, D. C. 
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ONE-INJECTION CONTROL 


In both acute gonorrhea and early syphilis, Injection 
BICILLIN has been found to provide effective one-visit 
therapy. Smith! reports that the injection of 2,400,000 
units supplies the prolonged penicillin levels needed for 
eradicating primary and early secondary syphilis. And, 
“In acute gonorrheal urethritis, a single dose of 300,000 


—_ units intramuscularly is adequate to effect a cure in 


most cases.’”2 


1. Smith, C. A., and others: Am. J. Syph., Gonor. & Ven. Dis. 
38:136 (March) 1954. 2. Council on Pharmacy and Chemistry: 
New and Nonofficial Remedies. J. B. Lippincott Co., Phila- 
delphia, 1954, p. 148. 


SUPPLIED: Injection BICcILLIN—2,400,000 units, single-dose dis- 
posable syringe (4-cc. size). Also Available: 300,000 units per ce., 
multiple-dose vial of 10 cc. 


inJECTION BICILLIN’ LonG-acTING 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) 


Penicillin with a Surety Factor 


i 
ae 
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i 
Philadelphia 2, Pa. 
= a 


AUGUST 1955, AJ.P.H. 


Housewives 


like the protection and 
convenience of P-38 
Dacro, and particularly 
the fact that it’s an 
excellent re-seal. 


Dairy Operators 


like its unmatched 
plant economy and the 
way it makes their 
bottling operation more 
profitable. 


Crown Cork & Seal Company, Inc. Dacro Sales, Baltimore 3, Maryland 


: P-38 DACRO | 

Dacro Milk Caps 
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A New Product of Original Roche Research 


Beta CA ROTE NE ‘Roche’ 


Gives processed foods true, natural yellow color and vitamin A potency 


Nutrition experts will be interested in the 
latest product of the Roche research labo- 
ratories—beta carotene ‘Roche.’ This ex- 
clusive development offers food processors 
a means to make their good foods better 
because it contributes true natural yellow 
color and vitamin A potency. 


In creating its famous vitamin A synthesis 
Roche found that the synthesis of beta 
carotene was closely related. As so often 
happens in research, findings made in the 
course of the project opened up new 
avenues for investigation. This was the 
case with ‘Roche’ vitamin A and ‘Roche’ 
beta carotene, both of which are now com- 
mercial realities. 


Advantages of Beta Carotene ‘Roche’ 


Vitamin A activity. Theoretically, one gram 
of pure beta carotene is equivalent to 1.67 
millic.a U.S.P. units of vitamin A. 


Natural coloring. Beta carotene is the 
natural coloring of many foods, such as 
dairy products, cereal grains, alfalfa, car- 
rots, and other vegetation. Beta carotene 
‘Roche’ imparts a true natural yellow color 
without any tinge of green. It does not 
change to a reddish color as do some vege- 
table pigments during storage. 


Color stability. Extensive laboratory data 
show excellent color stability. 


Uniformity. The high degree of purity and 
color stability ensures uniform and con- 
stant vitamin A activity and color when 
using equal amounts in each manufactur- 
ing lot. 

Uses. Beta carotene ‘Roche’ is ideal for 
use in the following because it gives them 
natural yellow color and vitamin A 
potency. 


Margarine Shortening 
Butter Cheese 
Edible Oils Confections 


Yellow Bakery Products 
Food supplement products of 
pharmaceutical manufacturers 


cm om, 
\/ \/ 
cm, cH, cn, cH, 

\ 
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Crystalline beta carotene ‘Roche’ is in the 
all trans form. 


Note that one molecule of beta carotene can 
be converted into two molecules of vitamin A. 


Molecular Weight: 536.85 
Melting Point: 183.0 
Appearance: Red-violet platelets 


Solubility in Edible Oils: 


At room temperature. .... about 0.08 


Biological Properties: 
0.6 microgram beta carotene: 1.0 units 
of vitamin A 
1.0 gram beta carotene: 1,666,666 + 
U.S.P. units of vitamin A 


PACKAGING 


Beta carotene ‘Roche’ is packed as a 
24% semi-solid suspension (400,000 
units per gram beta carotene ‘Roche’) 
in vegetable oils; tamperpruf metal 
containers. Combination blends of 
beta carotene ‘Roche’ and vitamin A 
‘Roche’ are also available. 


VITAMIN DIVISION * HOFFMANN-LA ROCHE INC, + NUTLEY 10, N. J. 
NUtley 2-5000 


Pacific Coast distributor: L. H. BUTCHER COMPANY 
Son Francisco * Los Angeles * Seattle * Portland * Salt Lake City 
In Canada: Hoffmann-le Roche Ltd., 286 St. Pau! Street, West; Montreal, Quebec 


| 
ROCH Vitami 
oy. = World Leader in Vitamins | 


for microprojection with finer detail. more brilliance 1 


MICROPROJE CTOR 


You will find thet the versatile Leitz MICROPROJECTOR. suitable to either lar 
rooms, is dependable, easy to operate and projects brilliant, sharply « te } 
For years it has represented the outstanding itatrumagt in its field. 
Some of the outstanding features are: : 
Maximum illumination of the image through | individual 


condensers ‘for each of the four objectives. ; 
. Rapid change of magnifications by clitk-stop movements. of 

object stage, without losing field or critical focus. 
+ Low-power survey objective with its own mounting _ : 
- and reflecting prism for surveying large sections. 
* Microscope and light source on a single base 

for permanent alignment, permitting hour-long 
oparation. 
Coarse and fine focusing knobs. on 

“conveniently placed joint.axis., 
+ Built-in electromagnetic control mechanism 

fully aufomatic carbonefeed of arc lamp. 
+ High aperture, high resolution objectives 


&. LEITZ, INC., Dept. PH-8 
468 Fourth Avenue, New York 16, N. Y. , * 
Please send me your brochure on the Leitz | a 
MICROPROJECTOR. 
E. LEITZ, INC..468 FOURTH AVENUE, NEW YORK 16, N.Y. 
_ Distributors of the world-famous products of Ernst Leitz, Wetzilar, Germany | 


LENSES CAMERAS. * MICROSCOPES: BINOCULARS 
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* A NEW APHA PUBLICATION 


NUTRITION 


—The A.P.H.A. Book Service 


PRACTICES: 


A Guide for 


Public Health Administrators 


Here is up-to-date information on 
nutrition in a public health pro- 
gram. Designed especially for the 
public health administrator, this 
new publication answers his ques- 
tions—the place, the content and 
the method of nutrition education 
in a public health program. 


The Guide is the result of two 
years of study by a subcommittee 
of the Committee on Administra- 
tive Practice of the American 
Public Health Association, made 
up of public health adminis- 


trators, nutrition consultants, and 
persons engaged in university nu- 
trition research and teaching. Dr. 
Daniel Bergsma was chairman. 
More than 100 practicing nutri- 
tionists and public health admin- 
istrators read the manuscript in 
draft and contributed suggestions 
and ideas. 


Nutrition Practices is an authori- 
tative guide to the administration 
of public health nutrition pro- 
grams and for the evaluation of 
nutrition services. 


The original suggestion for the Guide came from Charles 
Glen King, Ph.D., £:ientific Director of the Nutrition 
Foundation. The Milbank Memorial Fund, the Nutri- 
tion Foundation and the Williams-Waterman Fund of 
the Research Corporation made its production possible. 
Fredrick J. Stare, Ph.D., M.D., Director of the Depart- 
ment of Nutrition, Harvard University School of Public 
Health, and his staff conducted the studies upon which 
the subcommittee’s report is based. 


80 pages 


13 illustrations 


$1.00 per copy; 
$.75 per copy 


for 25 or more 
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SANITIZING 
AGENT 


Measures up in every way 
as the quaternary of choice 


The sanitizing properties of quater- 
nary ammonium compounds are so 
well known to public health officials 
that little could be said about them 
that you do not know. Almost every- 
body in public health work has 
added the “quats” to the armamen- 
tarium he uses in his war on disease. 


The question then is, “Which ‘quat’?” 
Are they all alike? Which one can I 
depend on to do the job expected of 
it every time? 


In Roccal, the original quaternary 
ammonium germicide, you are offered 
a product that is always uniform in 
quality because it is made under the 
most rigid controls. Every batch must 
pass the comprehensive laboratory tests 
of one of the world’s leading phar- 
maceutical manufacturers. You can 
depend on Roccal to do a better san- 
itizing job every time! 


When you specify a “Quat" 


be sure it's Genuine Roccal 


US OF and 


Insist on 
Genuine 


[ eRAN 


In recommended 
dilutions Roccal is: 


POTENT 

NON-POISONOUS 
TASTELESS 

ODORLESS 

STAINLESS 

NON-IRRITATING 
NON-CORROSIVE 
STABLE 


SANITIZING 
AGENT 


SUBSIDIARY OF STERLING DRUG INC. 


1450 Broadway, New York 18, N. Y. 
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THE W&T FIELD ORGANIZATION, TOO, MEANS... 


... Strength in Depth 


Just as the surgeon depends on the group around him, as well as his 
own skill . . . so your W&T chlorination equipment is strengthened 
by the organization behind it. 

The W&T field organization, all of whom are factory trained and 
qualified, is always available on short notice to supervise the installa- 
tion of W&T equipment, to render service and assistance regarding 
your chlorination or chlorinator problems, and to provide equipment 
and service in times of disaster. 

W&T research and development engineers are always seeking out 
new designs, principles and materials, W&T chemists and bacteriolo- 
gists are always trying to find new processes for the improvement of 
water and sewage treatment. 


When you depend on W&T equipment, you have the assurance that 
40 years of experience by this team is being used to bring you the 
best in service, design and dependable performance. 


“Make Your First Choice 
Equipment That Lasts” 
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PUBLIC HEALTH 


and the Nations Health 


Official Monthly Publication of the American Public Health Association, Inc. 


Volume 45 August, 1955 Number 8 


Financing Local Health Services 


The financing of local health serv- 
ices has always been a critical matter 
in developing community health 
programs. With the _ increasing 
competition for tax funds, and with 
the uncertainties as to the future 
role of federal grants-in-aid, financ- 
ing is currently more critical than 
in the past. Both citizens and pub- 
lic health officials have known too 
little about the intricacies of the 
local tax situation and have too 
seldom related services to costs. 
The Journal, therefore, is publish- 
ing this symposium by authors ex- 
pert in both the philosophy and per- 


formance of local health financing. 

he papers are based upon tal 
given by Drs. Haldeman, Burney, 
and Mattison at a recent meeting 
of the National Advisory Committee 
on Local Health Departments. A 
resolution asking for state confer- 
ences on financing local health 
services was passed by this meeting 
and sent to state health councils for 
action. The first of these confer- 
ences was held in April, 1955, in 
Rhode Island concurrently with the 

ssage of a local health unit law 
fy the state legislature. Other states 
are planning conferences. 


The Changing Federal Role in Financing State and 


Local Health Services 


JACK C. HALDEMAN, M.D., M.P.H., F.A.P.H.A. 


* The provision of community health 
services in the United States today is a 
cooperative project with responsibility 
jointly shared by federal, state, and local 
units of government. As a result of 
these combined efforts, 88 per cent of 
the country’s total population now re- 
sides in areas with some form of or- 
ganized local health services. This 
represents continuous growth since 1935 
when our present grant-in-aid program 
for the extension and improvement of 


state and local health services was 
initiated. 

Present Local Health Services 
Inadequate in Terms of Budget 


However, many local health depart- 
ments as presently constituted are only 


Dr. Haldeman is chief of the Division of 
General Health Services, Public Health 
Service, U. S. Department of Health, Edu- 
cation, and Welfare, Washington, D. C. 
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skeleton organizations. Even though the 
total funds expended for health purposes 
have increased to some extent each year, 
the present level of health services is 
still inadequate in terms of budget, staff, 
and possibilities for services. This is 
illustrated by the fact that some operate 
on budgets of only 15-20 cents per cap- 
ita, while others have budgets running as 
high as $4 or $5 per capita. 


Staff 


According to recommended minimum 
staffing standards, we have less than half 
as many local physicians and nurses as 
are needed to extend basic minimum 
health services to the entire country— 
and about two-thirds as many sanitation 
personnel as would be required. As- 
suming that public health workers were 
distributed evenly throughout the popu- 
lation, which of course they are not, 
we would still need an additional 1,700 
physicians, 15,400 nurses, and 3,000 san- 
itation workers to provide minimum 
health services to the entire country. 


Possibilities for Improved Health 
Practices 


The possibilities for improved health 
practices are rapidly increasing as re- 
search opens up new avenues for im- 
proving the nation’s health. It is im- 
portant, therefore, in considering the 
ability of states to support health serv- 
ices that we consider not only moneys 
required to maintain the status quo, but 
also moneys needed to maintain, in terms 
of modern technics, a reasonably ade- 
quate public health program for the 
nation. 

The lag between the development of 
new public health practices and their 
application in state and local health de- 
partments should be decreased in every 
way possible. Part of this can be 
accomplished through the reorientation 
of existing programs, but much can be 


accomplished only through the establish- 
ment of new programs. 


Federal Responsibility 


The federal government is partially 
responsible for the availability of health 
services and has long had a substantial 
interest in improving and maintaining 
the public health of its citizens. This 
interest was recently reaffirmed by 
President Eisenhower. In his health 
message to Congress, he stated, “Be- 
cause the strength of our nation is in its 
people, their good health is a proper 
national concern.” 

Concern of the national government is 
based on the facts that people move 
freely and frequently from one state to 
another, that disease does not recognize 
state boundaries, and that the strength 
of the entire nation is dependent upon 
the health and productive capacity of all 
its people. As a consequence, the health 
of residents in one state is of interest to 
all other states. To the nation as a whole, 
adequacy of health services means: in- 
creased productivity and purchasing 
capacity; more persons available for 
military, industrial, and agricultural 
purposes; and reduced public and pri- 
vate expenditures for long-term care of 
individuals incapacitated as a result of 
preventable illness. 

In order to avoid duplication of func- 
tion and activity with the states and 
communities, and to maintain the funda- 
mental advantages of local decision in 
planning and execution of program, the 
federal government—for the most part— 
does not provide direct public health 
services to individuals. Rather, it makes 
its contribution in the form of assistance 
to states. 

One form which this assistance takes 
is grants-in-aid for the partial support 
of essential state and local public health 
services for all the people of the coun- 
try. Two constituents of the U. S. 
Department of Health, Education, and 
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Welfare make grants-in-aid to the states 
for health purposes: the Public Health 
Service and the Children’s Bureau of 
the Social Security Administration. 


History of Federal Health Grants 


The early history cf federal health 
grants to states has been well docu- 
mented.! This system of financial aid 
for health services was first instituted 
in 1918 when funds were appropriated 
to the Public Health Service for venereal 
disease control services. Appropriations 
for this purpose became smaller each 
year, until in 1926 they were discon- 
tinued altogether. Prior to this time— 
in 1916—appropriations were made 
available to conduct special studies and 
demonstrations in rural sanitation. How- 
ever, since this was a cooperative enter- 
prise between the federal government 
and the states, with the federal govern- 
ment contributing funds directly for 
salaries rather than making payments 
into state or local treasuries, it was not 
a true grant-in-aid program. 

Grants-in-aid for the protection of the 
health of mothers and children were 
initially provided through the Children’s 
Bureau in the Sheppard-Towner Act of 
1921. The provisions of this act ex- 
pired in 1929. 

The nation-wide public health pro- 
gram received a great stimulus in 1935 
with the passage of Titles V and VI of 
the Social Security Act. Under this act, 
general health grants, which support 
basic state and local public health serv- 
ices and special grants for maternity and 
child health and crippled children’s 
services were inaugurated in the fiscal 
year 1936. In 1938 specific funds were 
again appropriated for venereal disease 
control activities and became available 
for expenditure in the fiscal year 1939. 
Grant funds were appropriated by the 
Congress for the fiscal years 1943-1949 
for the Emergency Maternity and Infant 
Care program administered by the Chil- 
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dren’s Bureau for wives and children 
of servicemen. Other categorical grants, 
including those for tuberculosis, cancer, 
and heart disease control, mental health, 
industrial waste studies, and Alaska 
disease and sanitation were initiated be- 
tween 1945 and 1950. Grants for hos- 
pital survey, planning, and construction 
were also established during this period. 
The most recent specialized grant—that 
for survey, planning, and construction 
of medical facilities—was approved in 
July, 1954. 


Role of Grants in Financing Public 
Health Services 


There is considerable variation among 
the states in the proportion which fed- 
eral grant funds constitute of total state 
and local expenditures for public health 
purposes. Although variation in state 
wealth has narrowed since health grants 
were first instituted, the state having the 
highest per capita income is still more 
than twice as well off financially as is 
the state with the lowest per capita in- 
come. In 1953 federal aid ranged from 
9 per cent of the state’s total public 
health expenditure in California and 
New York to 54 per cent in Arkansas 
and 55 per cent in Wyoming. In the 
median state, 28 per cent of the total 
outlay for health services was from fed- 
eral funds. By and large, federal grants 
make up the highest proportion of total 
expenditures in states with small total 
populations and in those with low per 
capita income. 


Low-Income States Devote Larger Share 
of Their Own Resources to Health 


Even with extensive aid from federal 
sources, low-income states still devote a 
larger share of their own resources to 
health than do the wealthier states as is 
shown in Figure 1. For purposes of this 
chart, the 48 states have been divided 
into four approximately equal groups in 


2 
| 
Li 
| 
| 
# 
| 


968 


AUGUST 1955 AMERICAN JOURNAL OF PUBLIC HEALTH 


Figure 1—Average Expenditures of State and Local Funds for Public Health 
Services per $1,000 of Individual Income Payments for States Ranked from 
High to Low According to Per Capita Payments, 1953 
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(Joint Financial Report Form 11.1) submitted 


annually by state health departments and meatal health, water pollution control, and crippled children 


authorities. 


relation to their per capita incomes, and 


the average amount spent by states in 
each group out of each $1,000 of indi- 
vidual income has been computed. The 
14 states with the highest income spent 
71 cents for public health services for 
each $1,000 of per capita income, while 
the 11 states in the lowest income 
bracket spent $1.12. 

Because of the financial need factor 
in the allotment formula, these same low- 
income states receive the largest per 
capita federal grants. It is quite sig- 
nificant that the will to spend on the 
part of the lower income states has not 
been dampened by their more generous 
receipt of grant funds. Death rates for 
specific age categories and for infectious 
diseases, such as tuberculosis and 
syphilis are somewhat higher in the 
group of states with lowest income than 
are these rates in the wealthiest group 
of states. 

It may be said, in general, that federal 
grants for public health give the most 


assistance to those states that: (1) fre- 
quently have the greatest health prob- 
lems; (2) have the least financial 
resources; and (3) are putting forth the 
greatest effort in public health in rela- 
tion to their own financial capacity. 


Trends in Level of Federal Grant-in-Aid 
Appropriations 


Federal grant-in-aid appropriations 
for health purposes (when hospital con- 
struction and Emergency Maternity and 
Infant Care are excluded) reached their 
peak in 1951. At that time grants to 
states totaled $63.6 million (Table 1). 
Of this amount, about $40.4 million was 
made available through the Public 
Health Service and $23.2 million through 
the Children’s Bureau. With the advent 
of the Korean War, annual appropria- 
tions for grants to states became proges- 
sively smaller—reaching a low point in 
1954, when slightly more than $45.5 


million was appropriated. This amount 
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Table 1—Federal Appropriations for Grants-In-Aid to States for Public Health 
Services—Selected Fiscal Years, 1936-1956 (in millions of dollars) 


Type of Grant 1936 1945 1948 1950 1951 1954 1955 1956 
(Estimate)? 


All grants (exclusive of 


construction and EMIC) $6.1 $30.3 $57.5 $63.4 $63.6 $45.6 $46.0 $45.7 
Public Health Service 3.3 21.6 39.0 “4.9 40.4 22.8 23.2 22.9 
General healta 3.3 11.0 11.2 4.2 13.5 10.1 9.7 9.7 ' 
Venereal disease ® 9.2 15.5 13.1 10.7 2.2 0.7 0.7 
Tuberculosis control ou. 1.4 6.8 6.8 6.4 4.3 4.5 4.5 ° 
Mental health ence cose 3.0 3.5 3.2 2.3 2.3 3.0 
Cancer coatrol ¢ . acce 2.5 3.5 3.2 2.2 2.3 2.3 
Heart disease control wae 2.0 1.7 1.1 1.1 11 
Industrial waste studies 1.0 1.0 cone 1.0 
Alaska disease and 
sanitation Sees 0.8 0.7 0.6 0.6 0.6 
Survey and planning eves dees aces 2.08 
(Construction)*® (75.0) (150.0) (85.0) (65.0) (96.0) (125.0) 
Children’s Bureau 2.8 8.7 18.5 18.5 23.2 22.8 22.8 22.8 
Maternal and child health 1.6 5.8 11.0 11.0 13.2 11.9 11.9 11.9 
Crippled children 1.2 2.9 7.5 7.5 10.0 10.9 10.9 10.9 { 
(EMIC) ones (45.0) (3.0)? ee 


1, First year in which a specific type of grant is shown reflects date money was first available for this grant, 
except for the grant for venereal disease, available in 1939; for Emergency Maternity and Infant Care available 
in 1943; the grant for hospital survey and planning, available from 1947 to July, 1953; and the Alaska grant, 
which first became available in 1949. Grants in 1936, available February, 1936; initial tuberculosis grant, 
available May, 1945. 


— 


2. As included in the President's budget. 
3. Aisnounts for 1948-1951 include ‘funds allocated on the basis of the formula and funds for special projects; 
ameunts for 1954-1956 include special projects only. Data for 1954 excludes $1,335,410 of grant funds covering 
pplies and assig t of p I furnished in lieu of cash. 
4. Does not include amounts for special control projects to public and nonprofit institutions as follows: 1948-1950— e 
$1,000,000 each year; 1951—$949,000; 1954-1955—$1,100,000 each year. : 
5. Available until spent for medical facilities eurvey and planning. 
6. Amounts for 1948-1954 are for hospital construction; for 1955, $75,000,000 for hospital construction, $21,000,000 4 


for medical facilities; and for 1956, $65,000,000 for hospital construction, $60,000,000 for medical facilities. 
7. These funds were appropriated to cover the two fiscal years 1948 and 1949 with the proviso that the money was 


to be used for liquidation of the progr 


was almost evenly divided between the 
Public Health Service and the Children’s 
Bureau. 

Trends in grant-in-aid appropriations 
to the two federal health agencies have 
followed quite different patterns. For 
the Public Health Service, 1950—rather 
than 195l—was the peak year, with 
rapid decline each year thereafter 
through 1954. In 1955 there was a slight 
upswing, due to the $2 million appropri- 
ated to the Public Health Service for 
medical facilities survey and planning. 
This fund will remain available until 
expended. On the other hand, grant 
appropriations for the Children’s Bureau 
were nearly $5 million higher in 1951 
(the top year) than in 1950, and there 
has been no appreciable reduction since. 


For the fiscal year 1956, the Presi- 
dent’s budget recommends grants for 
contrel programs totaling $45.7 mil- 
lion—with approximately the same 
amounts requested for the Public Health 
Service and the Children’s Bureau. Ad- 
ditional funds, contingent on passage of 
the Administration’s legislative proposals 
for the revision of the Public Health 
Service and Children’s Bureau grant-in- 
aid structure, to be discussed later in 
this article, were also contained in the 
President’s budget message. Besides 
grants for health services, the 1956 
budget contains a request of $125 mil- 
lion for the construction of hospitals and 
medical facilities. 

Competing demands in the federal 
budget are numerous—and heavy. For 
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Table 2—State and Local Appropriations for Health Services, Federal Grants to 
States, and Per cent Increase or Decrease Over the Previous Year, 1946-1955 


Per cent Increase 


Per cent Increase 


State and Local Over Preceding Federal or Decrease Over 
Year Appropriations ! Year Grants 2 Preceding Year * 
1955 $259,303,069 5.8 $44,034,100 —3.5 
1954 245,152,074 10.7 45,609,600 —22.4 
1953 221,504,850 8.5 58,766,077 —5.0 
1952 204,156,035 6.0 61,888,900 —2.6 
1951 192,663,707 8.2 63,565,100 0.3 
1950 178,139,509 17.9 63,392,117 7.6 
1949 151,054,439 8.3 58,930,570 2.4 
1948 139,437,664 20.4 57,538,685 5.6 
1947 115,803,864 14.3 54,502,990 36.5 
1946 101,344,722 39,937,876 


1. Does not include amounts for crippled children’s services administered by an agency other than state heelth 


department. 


3. Per cent decrease noted by a — sign. 


example, the President’s proposed 
budget ? for fiscal year 1956 allocates 65 
cents of each tax dollar to national 
security; interest on the public debt 
amounts to 10 cents; and veterans’ bene- 
fits account for another 7 cents. The 
remaining 18 cents must cover aid for 
agriculture; commerce; highways; fed- 
eral housing programs; welfare, health, 
and education; international affairs; 
general government functions; and all 
other federal governmental activities. Of 
the total tax dollar, less than one cent is 
likely to be available to the Department 
of Health, Education, and Welfare for 
the promotion of public health. 


Trend in Levels of State and Local 
Appropriations for Health 


Historically, state and local health de- 
partment appropriations have been 
steadily increasing, although the rate of 
increase has not been as great in recent 
years as in the immediate postwar years 
(see Table 2). The ratio of state and 
local health appropriations to federal 
grant funds rose from 2 to 1 in 1947 to 


Includes Public Health Service and Children’s Bureau grants with exception ef Public Health Service research. 
survey and planning, and construction grants; and Children’s Bureau, Emergency Maternity and Infant Care grant. 


6 to 1 in 1955, as shown in Figure 2. 
However, this relationship is not wholly 
attributable to continuing increases in 
state and local funds. It is due partially 
to reductions in federal funds in the 
more recent years. 

Consideration of the nation-wide 
trend only does not give the complete 
history of state and local appropriations 
for public health services. The con- 
tinued rise observed for the country as 
a whole has not occurred equally within 
the several states. There has been wide 
variation with the bulk of the increases 
in recent years concentrated in a limited 
number of states—and a few experi- 
encing decreases. Even in the states 
where increases occurred the picture is 
not uniform. In a number of instances 
the new funds were largely earmarked 
for new programs. This resulted in cur- 
tailment of total funds available for pre- 
viously established basic health services. 

In states and localities, as well as 
nationally, needs for health services must 
compete with other governmental func- 
tions for the tax dollar. School and 
highway construction are outstanding 
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Figure 2—Ratio of State and Local Appropriations * for Public Health 
Services to Federal Grants t+ to States, Index Years 1947-1955 


to Federal grants 


pony Federal grant funds ~ 1 


Ls Ratio of State and local appropriations 


1952 1954 1955 
Fiscal Year 


* State appropriations to stete health departments only; identifiable amounts for hospital care 


excluded. 


+ Excludes Public Health Service research, survey and planning and contruction grants, also 
Emergency Maternity and Infant Care grant administered by the Children’s Bureau. 


examples of such competing demands 
upon the financial resources of the states. 


Effect of Appropriation Trends on 
Program Level 


It should be emphasized that much 
of the increase in state and local appro- 
priations for public health services does 
not represent true program expansion. 
Indeed, in many areas there has been 
noticeable curtailment in both state and 
local public health services within the 
past few years. The increased costs of 
business operation and the rapid growth 
of population to be served require a 
steadily increasing financial outlay 
merely to provide basic minimum health 
services. A profile of the development 
of public health programs during the 
last two decades shows that the greatest 
surge of program expansion occurred 
between 1946 and 1950. For the next 
several years there was a leveling off in 
the extension of health services—as if 
a plateau had been reached. Within the 
past two years, as mentioned previously, 
there has actually been a loss of ground. 

Perhaps the best evidence of this 
slackening in the development of state 


and local health programs is found in 
the number of full-timc personnel em- 
ployed. Adequate health department 
staffing is the key to provision of effec- 
tive health services. Between 1946 and 
1950 this number grew from 46,076 to 
52,871, an increase of 14.7 per cent. 
During these years the population grew 
6.6 per cent. Since 1950 there has been 
an increase of only 2.6 per cent in the 
number of personnel employed, while the 
population to be served has increased at 
the rate of 6.0 per cent. In 1954, for 
the first time since 1946, there was ac- 
tually a drop in the total number of per- 
sonnel employed full-time by state and 
local health departments. 

Since local health services represent 
the foundation of the entire public 
health system of this country, and since 
such services are still far from adequate, 
any recession in their development is 
particularly unfortunate. In 1954 state 
aid to local health units was reduced in 
about two-thirds of the states. With 
respect to specific programs and serv- 
ices, greatest recession has been reported 
in venereal disease control, tuberculosis 
control, occupational health services, 


| 

= 
g al | 

| 

| 4 

| 

2 

i 


972 


laboratory services, and training of pub- 
lic health personnel. 


Need for Changes in the Present 
Grant Structure 


In recognition of the need for clarifi- 
cation, improvement, and greater flexi- 
bility of the present grant programs, 
their history and operation were care- 
fully reviewed by the Department of 
Health, Education, and Welfare last 
year. From this examination it became 
apparent that the number, the variation, 
and the complexity of existing authori- 
zations and regulations are obstacles to 
effective state and local administration 
of health services. 

Legislation to modernize the Public 
Health Service grant program—through 
consolidating the present separate health 
grants into a single unified grant—was 
introduced during the last session of the 
Congress. This legislation was designed 
to provide the flexibility needed to meet 
state and local health problems in the 
best possible way. As amended, to re- 
tain funds for mental health as a sepa- 
rate grant, it passed the House of Rep- 
resentatives. However, it was not acted 
on by the Senate. 

Other acts passed by the 83rd Con- 
gress, however, did assist the states in 
two health related areas—medical facili- 
ties and vocational rehabilitation. The 
Medical Facilities Survey and Construc- 
tion Act of 1954 authorized an appro- 
priation of $60 million for each of the 
fiscal years 1955, 1956, and 1957 to 
aid the states in constructing and equip- 
ping medical facilities as follows: 


1. $20 million for the establishment of ur- 
gently needed diagnostic and treatment cen- 
ters for ambulatory patients—particularly in 
rural areas; 

2. $20 million to increase hospital facilities 
for care of the chronically ill; 

3. $10 million each to provide more and 
better nursing homes with medically-directed 
patient care and to increase rehabilitation 
facilities for the physically handicapped. 
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The Vocational Rehabilitation Amend- 
ments of 1954, while not primarily con- 
cerned with public health, contain strong 
public health implications. Through 
the progressive expansion of the voca- 
tional rehabilitation program now pos- 
sible, an increasing number of physically 
handicapped persons can be restored to 
independence each year, and expansion 
of medical and related services will play 
a large role in that process. Funds are 
specifically authorized for training 
needed professional personnel and for 
establishing rehabilitation centers, work- 
shops, and collateral facilities. 

This year the President in his health 
message to the 84th Congress has pro- 
posed attack upon a number of public 
health problems affecting local areas. 
He has once more requested that the 
several public health grants be consoli- 
dated into a single grant structure. He 
reemphasized the advantages of a uni- 
fied grant system in permitting the states 
greater flexibility in the use of federal 
funds for public health services. With 
a single fund the states could adapt their 
program more effectively to their most 
pressing problems at both the state and 
local levels. 

Legislation to implement the Presi- 
dent’s proposals is now pending before 
the Congress. This legislation has been 
drawn to strengthen existing federal aid 
programs for improvement of state and 
local health services and to provide as- 
sistance in several new areas. Main 
public health provisions of the omnibus 
health bill sponsored by the Administra- 
tion include: 


1. Consolidation of the several Public 
Health Service grants, with the exception of 
those for mental health, into one unified grant 
structure for support of public health serv- 
ices generally; earmarking of special aid for 
extension and improvement of such services; 
and authorization of special project grants. 
The consolidated grant would be allotted 
among the states according to a standard 
formula. 

The extension and improvement provisions 
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are designed to stimulate states to add to and 
improve their present services, Federal fi- 
nancial support for extension and improve- 
ment activities would be in addition to grant 
funds now available for continuing operations. 

The special project grants would be made 
on the basis of individual applications. They 
would be used to provide “pin-point” federal 
assistance in meeting local or regional prob- 
lems which have some national significance, 
but waich are not common to most states or 
localities. They would also be employed to 
help finance experimental or demonstration 
projects which offer promise of developing 
new or improved methods of meeting public 
health problems. 

2. Authorization of a separate grant pro- 
gram for mental health for the five-year period 
beginning July 1, 1955: (a) for public health 
services in the field of mental health; and (b) 
for establishment of special project grants for 
specific problems related to the improvement 
of care, treatment or rehabilitation of the 
mentally ill, and for improvement in the ad- 
ministration of institutions providing care 
for such persons. 

3. Provision of grants to states for extension 
and improvement of practical nurse training. 

4. Provision for a program of traineeships 
in graduate or specialized training for: (a) 
professional nurses in teaching, administra- 
tive, or supervisory positions; and (b) profes- 
sional public health personnel of various 
categories (physicians, nurses, sanitary en- 
gineers and sanitarians, dentists, nutritionists, 
health educators, and others whose profes- 
sional skills are required in modern public 
health practice) . 

These traineeships are vitally important to 
preventive health services, since their scope 
and quality are dependent upon the availabil- 
ity of adequately trained personnel. The 
shortage of trained professional public health 
workers is one of the most serious problems in 
the development and extension of public 
health services today. As stated earlier, in- 
creases in the number of public health per- 
sonnel employed have not kept pace with 
population growth. Personnel shortages de- 
lay the addition of health services in new 
fields; hinder the improvement of present pro- 
grams; and prevent the strengthening of local 
health organizations and services. Even among 
professional personnel presently employed by 
state and local public health agencies, the 
level of training is far from adequate. Only 
about 40 per cent of the personnel who need 
a year of advanced public health study have 
received this training. 


Briefly stated, the goals of pending 
public health legislation are: greater 
flexibility in the use of federal grant 
funds; extension and improvement of 
public health services; assistance in 
meeting special health needs; and in- 
creasing the number of adequately 
trained public health personnel. 

Other planks in the President's legis- 
lative program for public health are: 
(1) a proposal to revise the structure of 
the several state grants administered by 
the Children’s Bureau under the Social 
Security Act; (2) amendment and ex- 
tension of the Water Pollution Control 
Act; and (3) authorization of a five- 
year grant to assist the states in strength- 
ening and improving their programs for 
the control of juvenile delinquency. Al- 
though the last item is not primarily a 
health measure, it does have important 
implications relating to the health pro- 
posals for mental and child health 
services. 

Appropriation requests for an addi- 
tional $16.25 million have been included 
in the President’s 1956 budget, con- 
tingent upon the passage of the legisla- 
tive program outlined above. 


Summary 
These are the highlights of the chang- 


ing role of the federal government in 
financing state and local health services. 
For the most part, changes are in method 
and degree of support. There is con- 
tinuing emphasis on shared responsibil- 
ity. Primacy of local and state responsi- 
bility for the health of the community is 
recognized. The federal government will 
contribute by strengthening and rein- 
forcing state and local programs. 
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Financing Local Health Services 


Role of the State in Financing Local Governmental Services 


LEROY E. BURNEY, M.D., F.A.P.H.A., and ROBERT YOHO, F.A.P.H.A. 


An old mathematical theorem, “The 
whole is equal to the sum of all its parts” 
applies equally well to public health. 
The health of a state depends upon, or 
is the sum of, the health of the people 
in the towns, cities and counties com- 
prising that state. By the same reason- 
ing, the health of the nation is deter- 
mined by the health in all the states and 
territories. Further, if we accept the 
postulate that health conservation is an 
essential and vital function of all levels 
of government in present-day society, 
the combined interest and concern of all 
become self-evident. 

Legal responsibility resides in the 
state, however, since each state is sover- 
eign in matters pertaining to health. 
Since the state is sovereign in this area 
and since local governmental units are 
subordinate to and dependent upon state 
laws and regulations for basic, minimal 
authority, state government must recog- 
nize that with authority goes responsibil- 
ity. This responsibility is not discharged 
by financial assistance alone. Responsi- 
bilities, not always accepted by the state, 
include the provision of leadership, 
methodology, technical assistance, con- 
sultation, demonstrations, and training. 
Neither is there complete acceptance of 
the state’s health being dependent upon 
that of the local jurisdictions. Too 
often lip service is paid to the need for 
solving health problems locally with 
personnel responsive to local needs and 
direction. All of us are guilty at times 
of thinking that the state can do the 
job better. Sometimes this rationaliza- 
tion is sound, occasionally it is based 
upon a reluctance to delegate authority, 


and other times it is a reaction to 
expediency. It is disillusioning to find 
that sometimes local government is will- 
ing to relinquish its autonomy and, too, 
that the individual who talks the loudest 
about home rule and local initiative is 
the first to demand services from the 
state. 

Actually we need strong state and 
local health services. I hope, however, 
states will provide even stronger leader- 
ship and greater financial support to 
encourage and assist in the development 
and improvement of local services. 

If we are to extend local health serv- 
ices, our leaders at the state and national 
level must consider ways and means of 
interesting and persuading local com- 
munities in so far as possible to assume 
responsibility for protecting their own 
health. This is not an impossible task. 
In the field of education we have seen 
local bodies assume, to a large degree, 
the obligation of operating the schools. 
This has occurred even in those states 
where constitutionally the operation of 
the public school system is a_ state 
function. 

Unfortunately the end results of pub- 
lic health activities are extremely diffi- 
cult to demonstrate. In the absence of 
a program, those things that happen— 
a death from diphtheria, a food poison- 
ing outbreak, a case of typhoid fever— 
are considered normal occurrences. If 
a program does exist, and such things 
do not occur, no one can contend that 
they would have occurred if the health 
department had not been functioning. 
Under such conditions a high degree of 
ingenuity is required to convince people 
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that they should tax themselves to pro- 
vide health protection. 

One might speculate as to what the 
result would be should the state health 
department withhold all services except 
those it is legally required to perform 
from local communities that fail to estab- 
lish local departments. All state health 
departments, in accordance with laws, 
must perform certain essential functions. 
In addition, they engage in other activi- 
ties that are not specified through legis- 
lative action. These “other” unspecified 
activities include such programs as 
topical application of fluoride, nutrition 
surveys, mass x-raying, weil child con- 
ferences, and others. Should the state 
health department establish a_ policy 
stipulating that its services in these 
areas would be available only to those 
communities that had demonstrated an 
interest in better health services by 
establishing a local health department. 
there is a good probability that other 
communities might take the necessary 
steps to qualify themselves for the same 
services. This action certainly could be 
justified as sound public health proce- 
dure, for unless there is provision for 
adequate follow-up by local personnel 
in these “other” areas, much of the 
original effort is wasted. 

State health officials should develop a 
strong conviction concerning public 
health activities that are rightfully a 
function of the state and those that might 
more properly be considered the respon- 
sibility of government closer to the 
people. 

Emergencies arise and needs become 
so obvious to a few people with intense 
interest in special areas of health, that 
frequently they pressure the official state 
health agency to indicate its willingness 
to support legislation that would give 
the state department control of local 
affairs. 

There have been instances where cer- 
tain groups have become so concerned 
about the lack of restaurant sanitation 


programs that the state board of health 
has been approached with the proposi- 
tion that legislation be enacted which 
would provide the necessary state funds 
and personnel to conduct a state-wide 
restaurant sanitation program. Fre- 
quently, individuals making this proposal 
are the staunchest supporters of home 
rule and local autonomy. 

Such an offer is a great temptation to 
state health officials, especially in in- 
stances where there is little or no local 
control of public eating establishments 
—and consequently little protection for 
local people who patronize such estab- 
lishments. However, it is generally 
agreed that this activity is one that 
should be carried out locally. The state 
health department must not be influ- 
enced by exigencies of the moment. To 
do so would be to become involved in 
an endeavor that could not be managed 
efficiently or economically from a state 
level. Of greater significance, however, 
if the state enters this field it begins to 
do for local communities what they 
should do for themselves and can do 
best. Thus it removes one more incen- 
tive for local people to manage and sup- 
port their own health departments. As 
more and more of these incentives are 
taken away, the likelihood of our total 
population living under the jurisdiction 
of effective local full-time health services 
becomes more remote. If it is believed 
that the local health department is a 
necessary part of the total public health 
program, those who direct the state 
program must be adamant in their 
insistence upon a sound allocation of 
responsibility to both state and local 
government. 
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health commissioner, Indiana State Board of 
Health), is now assistant surgeon general and 
deputy chief, Bureau of State Services, U. S. 
Public Health Service, Washington, D. C. 
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There is a good possibility that, in the 
past, as health workers have attempted 
to convince the public of the need for 
health services, the approach has lacked 
both realism and practicality. In com- 
munities throughout the country where 
the traditional social services—school, 
fire and police departments, and recrea- 
tional facilities—are entirely inadequate, 
health services approaching the ideal 
have been recommended. One county 
in the midwest became interested in es- 
tablishing a full-time health department. 
State health department personnel helped 
nurture this spark of interest. After 
many months the idea was accepted by 
the entire community—farm groups, 
women’s clubs, service organizations, 
and government officials. It was a fore- 
gone conclusion that the health depart- 
ment would be established. At this 
point a fatal blunder occurred. A health 
officer from a neighboring county was 
invited to appear before the health coun- 
cil to describe what might be expected 
from the department to be created. An 
ideal situation was pictured and the cost 
of such a program stated. The reaction 
was similar to that of an individual 
who plans to buy a five-room bungalow 
but discovers that all the agent has to 
offer is a twelve-room mansion. Those 
who supported the movement from its 
inception rejected it as impractical and 
unrealistic. Only now after more than 
six years has this community begun to 
show any interest in renewing its effort 
to provide improved health services for 
its people with a minimal staff of a full- 
time health officer, nursing, and sanita- 
tion personnel. 

Unless the local health department 
meets the needs of the community and 
provides benefits that the people con- 
sider worth the cost, adequate financing 
of these services is not likely to be 
achieved. Public health workers can 
expect little support for programs which 
the expert alone believes essential. Sup- 
port will be forthcoming, however, if 


people are stimulated to study their 
probleins and permitted to decide what 
they want to do about them. 

Although not everyone will agree, 
there is fairly conclusive evidence that 
the practice of offering public health 
services to communities on a piece-meal 
basis has delayed their acceptance of a 
carefully conceived, well-rounded pro- 
gram. Nursing services, milk and res- 
taurant sanitation programs make essen- 
tial contributions to the welfare of the 
people, but they are not necessarily the 
most important. When such programs, 
independent of other services, are sold to 
a community, certain segments of the 
population are satisfied and have no 
further interest in extending the health 
program. If acceptance and support of 
an adequate health program are to be 
forthcoming, the state health leadership 
will have to decide what such a program 
consists of and direct its efforts toward 
securing acceptance of the total program. 

This is not an easy position to take 
and maintain. The total program is 
more difficult to sell—more time and 
effort are required. The temptation to 
segment the program is great, for the 
inauguration of a restaurant sanitation 
program or nursing service is easier to 
secure and it does represent some pro- 
gress. 

For many years it has been held that 
the economic status of local govern- 
ment has been the most important single 
deterrent to the expansion of commu- 
nity health services. Without question 
some communities have not had the fi- 
narcial resources with which to support 
a program. However, a much larger 
number have failed to support adequate 
services not because of a lack of funds, 
but because they have not been con- 
vinced that the benefits derived justify 
the expenditures. 

There are communities throughout the 
country that maintain inadequate health 
departments but spend millions of dol- 
lars for other community services. Re- 
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cently one town of thirty thousand 
population dedicated a new high school 
gymnasium. This structure, where some 
will play and others will watch basket- 
ball being played, ~as constructed at a 
cost of well over one million dollars. 
The entire amount was raised by public 
subscription. The health department of 
this same community consists of a part- 
time health officer and one nurse. It 
goes without saying that the health ac- 
tivities of that community represent less 
than token services. The intent is not 
to question the importance of an athletic 
program, but to point out that the 
community found ways of buying what 
seemed of value. People nowadays do 
not beat a path to the man with the best 
mousetrap. Interest has to be stimu- 
lated, citizen participation secured to 
achieve understanding, support, and 
action. 

Local government should finance its 
health services to the fullest extent pos- 
sible. This assumption results in essen- 
tial local interest, pride, and support and 
forms the basis for home rule philosophy 
—remember the old saying, “where your 
money is, there also is your heart.” 
The professional public health worker is 
not alone in being eager to provide the 
answers to society’s ills. Professionals 
in the field of education, welfare, recrea- 
tion, and related fields are willing to 
provide some of the answers too. The 
competition for the public’s acceptance 
is strong among these groups. Each 
has valuable contributions to make. If 
public health is to receive its share of 
the public’s attention and dollar, those 
who work in the field must establish 
objectives within their own ranks, de- 
velop practical and realistic programs 
and in unity present them to the people. 

Opportunities for the application of 
knowledge have always been greater 
than the funds available. This fact re- 
quires that the public health worker in 
cooperation with members of the other 
health professions and the public scru- 


tinize what they are doing in terms of 
the health needs of the people. We must 
evaluate realistically the potentialities of 
sound development and then select those 
programs which will meet the greatest 
needs and be most productive. 

Change is inevitable, but we are reluc- 
tant to meet this challenge. Actually, 
our very existence requires continued 
and unremitting study of community 
health needs to determine what public 
health procedures and services shall be 
given priority and major emphasis. To 
secure public understanding and sup- 
port we must have the courage and 
vision to eliminate services of no value, 
improve those only partially efficient and 
lift our sights to the discovery of new 
and more efficient procedures. There 
has to be continued study of the next 
steps in public health, else we fade away 
in a dynamic society. A healthy skepti- 
cism should be developed toward routine 
and accepted procedures. More effort 
should be devoted to functional and cost 
analysis studies to determine the pro- 
portion of budget and personnel directed 
toward each public health objective. 

We must steer clear of rigidity in 
methodology and program. Public 
health programs should be planned to 
meet the specific needs of a community 
rather than conforming to any standard 
pattern. Flexibility should be our theme 
contrasted to standardization. 

It is generally agreed that local full- 
time health service offers the best me- 
dium through which adequate health 
programs may be conducted. At the 
risk of being accused of heresy, it might 
be well to evaluate critically the entire 
structure of the local unit in light of the 
changing times, the problems and nature 
of public health, for the purpose of de- 
termining whether or not it affords the 
best method of providing health serv- 
ices. The findings, in all probability, 
would justify our contention—but let 
us be sure. 

The state has a responsibility in help- 
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ing to finance minimal local health serv- 
ices and the extension and improvement 
of these services. With this financial 
support goes a responsibility to insure 
that state money is being expended effi- 
ciently and economically. This respon- 
sibility can be discharged jointly with 
the local area by assisting in a critical 
evaluation of public health needs, select- 
ing priorities to be given, and organiza- 
tional and administrative patterns to be 
used. Allocation formulas should be 
established jointly with local health 
officers, and criteria to be used to elimi- 
nate a “hit or miss” pattern and assure 
state-wide equity in financial participa- 
tion. Submission of annual program 
plans and establishment of sound per- 
sonnel standards are similarly joint re- 
sponsibilities of the state and local area. 
The state has a further responsibility in 
assuming financial responsibility for 
training programs and for demonstra- 
tions and pilot studies to determine the 
validity and usefulness of new knowl- 
edge and technics. 

The state must assume major responsi- 
bility for securing public as well as pro- 
fessional interest, understanding, and 


support. We can go no faster than the 
public wants us to go and their support, 
financial and other, is dependent upon 
their understanding of the needs. I 
know of no better way than the use of 
state and local groups composed pri- 
marily of lay individuals but with rep- 
resentative professional participation 
whose functions are to determine needs, 
study and analyze these and determine 
what should be done and which need 
has the greatest priority. Call these 
groups health councils or any other 
names, they represent democracy at 
work, people doing things for themselves. 

We can spend our time, effort, and 
money in building strong federal and 
state health departments, but adequate 
and effective public health services will 
never be provided the citizens of this 
country until we develop local services, 
whatever the pattern, designed to attack 
public health needs where they occur in 
the counties, cities, towns, and villages 
throughout the land. The states have 
a real obligation in achieving this ob- 
jective, both a legal responsibility and 
a responsibility for leadership and fi- 
nancial assistance. 
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Problems in Financing Local Health Departments 


BERWYN F. MATTISON, M.D., M.P.H., F.A.P.H.A. 


‘$ The problem of financing local health 
departments, where part or all of the 
funds will come from the locality served, 
presents certain difficulties peculiar to 
local government. In some instances, 
an approach somewhat different from 
that needed to secure state or federal 
financing must be used. However many 
of the basic principles for securing such 
support are the same as those which 
must be observed in securing health 
service funds at other governmental 


levels. 


Some General Principles 


First, it is most important, if we are 
to secure city or county funds to carry 
on health protective services, that those 
individuals responsible for appropria- 
tions understand what it is that they are 
buying. This is not quite as simple as 
it sounds. There can be little doubt in 
the minds of local legislators what it 
is they are getting for their appropriated 
dollar in purchasing hospital or medical 
care for the indigent. But it is much less 
thoroughly understood exactly what 
benefits they are securing for their con- 
stituents when they vote for health de- 
partment appropriations. So an organ- 
ized and systematic effort must be made 
to interpret to appropriating bodies the 
dividends that will accrue from invest- 
ments in public health, 

Second, in order to do this we must 
define the field of public health. We 
must explain that it is not clinical medi- 
cine or medical care or just the kind of 
preventive medicine that can be carried 
out by the individual physician for in- 


dividual patients. It is, on the other 
hand, the peculiar contribution of organ- 
ized community effort on a community- 
wide base to prevent disease, prolong 
life, and increase physical and emotional 
well-being. It can profitably be pointed 
out that sanitary barriers against disease 
like water filtration were actually avail- 
able on an individual household basis 
for many years without appreciable de- 
cline in the toll from gastrointestinal 
water-borne diseases, and that only when 
these protective measures were applied 
to the community as a whole through 
municipal water filtration plants did the 
disease barrier become really effective. 
We can point out similarly that many 
of the immunizing agents were available 
for years to individuals without affect- 
ing markedly the pattern of the epidemic 
diseases which they could prevent, but 
that when community-wide programs of 
immunization were put into effect, many 
of these diseases were substantially 
eradicated. There are, too, the many 
instances in the control of epidemic 
disease where isolation or quarantine 
regulations applying to whole geographi- 
cal areas are necessary for control; and 
community-wide vector eradication cam- 
paigns are necessary and effective in 
controlling other diseases. Finally, there 
are the many examples of educational 
campaigns where a few individuals 
might be informed about a health prob- 
lem without helping anyone but them- 
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selves. But after a community-wide 
education program has been instituted, 
the benefits of newer knowledge can be 
made available to everyone equally. 

Third, it should be borne in mind in 
talking to local boards and administra- 
tive bodies, that the benefits to be de- 
rived from program services should be 
interpreted in terms of better health to 
the individuals and groups of individuals 
making up the community. In other 
words, it is not sufficient for us simply to 
promote the idea of a public health 
nursing service, or a competent sanita- 
tion staff, unless we can at the same 
time explain what those program serv- 
ices will mean in terms of improved 
lives for the residents of our community. 
As professional public health people, we 
know those things—but we are all too 
prone to assume that everyone else 
knows them too. Quite the contrary 
may be true. All too frequently appro- 
priating bodies look upon any type of 
governmental service as self-perpetuat- 
ing—and sincerely “view with alarm” 
the institution of any new or expanded 
professional or special interest group. 
But this is justified on their part only if 
someone has failed to explain the bene- 
fits which such a professional staff 
brings to the health of the people they 
serve. 

And finally these projected benefits 
must be honestly balanced against the 
expenditures required to achieve them. 
We all know that there are some pro- 
grams in which this can be done with 
relative simplicity, but there are other 
possible programs of like nature where 
the yield in improved health is much 
more costly in terms of dollars spent. 
An example of this might be case-finding 
programs for pulmonary tuberculosis 
and for gastric carcinoma. In terms 
both of the costliness of finding a single 
case and the relative effectiveness of 
treatment currently available once the 
case is discovered, we would have to ad- 
mit that the former program would be 
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much more easily defended than the 
latter. 


Some Difficulties in Securing Local 
Appropriations 


As has already been mentioned, the 
problem of securing appropriations to 
prevent other than acute communicable 
diseases is particularly difficult. All too 
frequently the attitude of the appropriat- 
ing body is “‘let sleeping dogs lie.” As 
long as no frightening epidemic or other 
health hazard exists, it may be well- 
nigh impossible. This is especially true 
where many of the basic services have 
been supplied through state or federal 
funds. Here the plea for local support 
so as to provide local autonomy for 
health protective services frequently 
falls on deaf ears, as long as it would also 
mean providing local funds rather than 
state or federal moneys for the same 
services. 

It is also important to recognize that, 
in addition to the standard health pro- 
tective services long associated with pub- 
lic health departments, such as sanita- 
tion, public health nursing, and the care 
of crippled children, we must provide 
some of the many services now needed 
to care for current public health prob- 
lems. Whether it be fluoridation of 
municipal water supplies to prevent den- 
tal caries, the provision of demonstration 
premature infant care units, or the 
evaluation of radiation hazards in the 
community—these newer services must 
be provided if we are to keep our health 
protection effective against today’s haz- 
ards. Health education and case finding 
in chronic disease both provide rather 
well accepted additions to the older 
armamentarium of public health de- 
partments. 

Another unavoidable fact which makes 
local financing more difficult is the ab- 
sence of political patronage in most well 
operated health departments. There is 
less incentive for the appropriating and 
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legislative bodies to institute more ex- 
tensive public health staffs than there 
would be for the initiation of extensive 
road building programs—if patronage 
must be accepted as an important crite- 
rion. Immediately related to this prob- 
lem is the fact that most public health 
programs, even though demonstrably 
effective in preventing disease, are slow 
in making themselves felt in the com- 
munity. In this regard, public health 
programs are somewhat similar to pro- 
grams for the assurance of sound educa- 
tional services in that it may take years 
to fully assess their values. There is 
not the immediate advantage to the 
politician in voting for an increased 
health department appropriation that 
there is for him in getting a constituent 
medical care for his acute illness. How- 
ever, this is becoming less and less of a 
problem as more astute community lead- 
ers realize that a sound health program 
carried out by a nonpolitical health de- 
partment can be one of their proudest 
achievements. For health is something 
everyone wants and the assurance that 
their government has provided them with 
all of the safeguards possible means 
more year by year, as people under- 
stand these protective measures more 
thoroughly. 


Inadequately Exploited Advantages 


There are usually plenty of “horrible 
examples” which can be pointed out as 
situations which can be prevented and 
will be in the future if adequate health 
services are provided. For instance, in 
most areas, particularly where there has 
been recent rapid expansion, there are 
some sewage disposal inadequacies re- 
sulting and nuisances recognized by 
everyone. This is something which no 
one likes and would be willing to pay 
something to prevent. Associated with 
this is the perfectly legitimate argument 
of maintainng and increasing property 
values through sound public health en- 


gineering programs in housing, sewage 
disposal, water supply, etc. There is a 
basic urge on the part of all of us to 
protect our families from both nuisances 
and health hazards even if we are not 
particularly energetic in protecting our- 
selves. Where it can be pointed out 
that our children will be better off than 
we have been, if local situations related 
to health can be improved, there is a 
strong argument for adequate appropria- 
tions to achieve that end. 

In a few instances it actually can be 
demonstrated that a considerable num- 
ber of lives are saved through specific 
disease control programs. Our work in 
diphtheria control, tubercuiosis control, 
in the prevention of mortality from 
pneumonia and in the prevention of 
spread of the venereal diseases are a few 
of the kinds of examples that can be 
given to measure the life saving and dis- 
ability preventing effect of public health 
programs. Industry has used this ap- 
proach in showing graphically the sav- 
ing of lives and the lowering of days of 
disability through accident prevention 
and adequate health services in their 
plants. The same procedure can be used 
by health departments in many instances. 

It is also possible in some instances 
to show savings in physician, hospital 
and dentist bills through the diminution 
of morbidity from various preventable 
diseases. Here, too, relating the costs of 
preventive programs to the costs of treat- 
ment facilities is something which can 
be very impressive. 

One of the difficulties frequently en- 
countered in selecting an adequate popu- 
lation base for a health program is the 
reluctance of various local, political sub- 
divisions to join their efforts for that 
common purpose. The integrity of tradi- 
tional political boundaries may be ex- 
tremely difficult to overcome. Yet here 
we have a very strong and irrefutable 
argument in that disease knows no politi- 
cal boundaries and, whether we are dis- 
cussing communicable disease in a city 


and its suburban environs or case find- 
ing in some chronic illness among people 
living outside the city but working 
within it, it is usually evident to every- 
one that only by a united effort and 
health protective measures applying to 
the entire area can a maximum of pro- 
tection be afforded. This is particularly 
true in view of the variety of health 
protective services needed now, for with- 
out such groupings of neighboring areas, 
an entirely unrealistic duplication of 
technical services would be required. 
Furthermore, when we are talking about 
as many disciplines as medicine, den- 
tistry, nursing, engineering, education, 
physical therapy, laboratory work, etc., 
it is particularly obvious that duplicated 
supervision of all of those skills would 
be very costly. Thus, the centralization 
of certain supervisory services and the 
decentralized provision of field services 
by a single agency produce the greatest 
variety of health protection for the low- 
set cost in dollars. 


Influence of the Prevailing Tax Base 


The ease or difficulty of providing 
local financing for a health department 
program may be measured principally 
by the current situation relating to the 
state and local tax base. These bases 
are usually quite different: real estate, 
personal income, business and industrial 
taxes, etc. It is probably wise to have 
the income for health purposes diversi- 
fied as to its tax source, so that no one 
category of taxable resource will bear 
the entire burden. Then if any tempo- 
rary restriction of some one tax base 
occurs, the effect on the health program 
will not be catastrophic. On the other 
hand, if any one of the taxable resources 
is expanding, for instance the real estate 
tax base in a county with a rapidly ex- 
panding metropolitan area, then that 
expanding tax base can be the source of 
increased funds for health protection 
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without appreciably changing the tax 
rate in that area. 

The situation is complicated some- 
what by various artificial tax ceiling 
levels. For instance, in a state having a 
mandatory real estate tax ceiling for its 
cities, there may come a time when in- 
creased city appropriations for the pur- 
pose of health are practically impossible, 
whereas, if the counties surrounding have 
no tax ceiling or have not yet reached 
their mandatory limit, the appropriation 
of additional funds may be quite feasi- 
ble. Obviously it is desirable to use the 
broader tax base wherever possible. 
This also brings up the possibility that 
federal tax appropriations may, in some 
areas, be the only available sources of 
tax support for expanded health pro- 
tective programs. Even where that is 
not true, federal funds can and should 
be used for the purpose of demonstrat- 
ing the effectiveness of new programs 
during the period necessary to encourage 
local support. Ideally the federal tax 
funds should not be used indefinitely for 
the continued support of any major on- 
going service phase of the basic public 
health program. 


Voluntary Agency Funds for Health 
Programs 


Probably one of the best ways of 
securing local support for a new health 
program is to start it off under the 
sponsorship of a local voluntary health 
agency. In this way the interest and 
understanding of an informed group of 
local citizens can be funneled into a local 
program so that, after its effectiveness 
has been established, local tax support 
may be much easier. This is particu- 
larly important in programs not known 
to the community before and wher: 
there is need for actual education about 
the program and the effectiveness of the 
measures recommended. Where these 
programs (such as mass chest x-rays or 
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diabetes blood testing surveys) can be 
carried out jointly by the voluntary 
agency and the official agency, the transi- 
tion at a later date to complete tax sup- 
port is considerably facilitated. Inci- 
dentally, there is usually an additional 


dividend of improved understanding be- 
tween the governmental health agency 
and a large segment of community 
leadership through such intimate work- 
ing relationships during the demonstra- 
tion program. 


A Tuberculosis Sheltered Workshop 


A workshop for rehabilitation of those with arrested tuberculosis and cardiac 
conditions was opened by the Yonkers (N.Y.) Tuberculosis and Health Association 
in April, 1953. The total capacity of employment was only 17 individuals and 


practically all supplies and furnishings were given by individuals and firms. t 
Now under construction is a new building to be completed in September, 1955. = 
The building is being given by the Yonkers Rotary Club as its part in the celebra- : 2 
tion of Rotary International’s golden anniversary. With this as a start other com- . * 
munity agencies pitched in too. Unions are giving their labor on Saturdays and - 


many individuals and firms are contributing funds. 

Since the opening of the workshop, 55 individuals have been employed and 18 
have “graduated” to eight-hour work tolerance. Most of the employees work four 
hours a day. Work has been received from 36 firms and 136 separate orders com- 
pleted without a single rejection of the work. The executive secretary of the 
Yonkers Association is Marie F. Kirwan; the workshop manager is Rose Tobias, 
presently at 251 S. Broadway. 
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Where Do We Go from Here in 


Public Health? 


WILSON T. SOWDER, M.D., M.P.H., F.A.P.H.A. 


Rare indeed must be the health 
worker whose curiosity is not 
piqued by the question posed by the 
title of this paper. It is likely that 
answers both in support of, and in 
conflict with, those offered here 
will be heard at the symposium on 
this subject at the forthcoming 
Annual Meeting of the Association. 


¥$ Time-honored custom has established 
the practice of speakers addressing their 
audiences from a rostrum, but by a 
tradition that is just as ancient speakers 
are expected to stand also on an imagi- 
nary threshold and peer into the future 
and paint a picture of its hidden mys- 
teries for the audience. This feat re- 
quires a very agile and diverse person. 
It is also customary for comparative 
purposes to describe the accomplish- 
ments of the past and depict the status 
quo before going on with a description 
of the glorious future. Many orators, 
aware of the pitfalls of soothsaying, lean 
heavily on the past and present and 
cover the near and distant future with a 
few safe remarks at the end of the talk 
to the effect that our past performances 
portend a great future for our endeavors, 
and that we all now stand on the thresh- 
old of untold glorious achievement. It 
would probably be wiser for me to fol- 
low closely this time-honored technic, 
but we in public health have heard too 
many such talks, too many of us have 
stood too long on this mythical threshold 
gazing wistfully at better things to come. 
Some of us forget at times that we make 
our own future. If we expect improve- 
ments, we cannot stand still and wait for 


them to come to us. For example, many 
of us can remember the closing months 
of World War II and the period there- 
after. We were very short of trained 
people, but most of us were sure that our 
staff members then in the services would 
come trooping back as soon as they got 
out of uniform, ready and willing to go 
to work at any salary agreeable to us. 
They did not come clamoring back— 
and by the time we woke up to the need 
for better salaries we found that we had 
to recruit and train new people. 

Before I try to play the risky role of 
a prophet, let us consider the past and 
present of public health. I would not be 
adding to your present knowledge or 
stimulating your imagination very much 
if I took this opportunity to review for 
you the astounding accomplishments in 
the field of public health that have been 
made in the last 25 to 50 years. The 
almost complete disappearance of ma- 
laria, typhoid fever, and typhus fever 
and the precipitous drop in maternal 
and infant death rates, and death rates 
from syphilis, tuberculosis, and other 
communicable diseases is an old story 
to you. However, I do want to point out 
the danger of too much emphasis on our 
glorious past, because it is apt to have a 
lulling effect on us and interfere with 
our plans for the future. When I went 
to school at the University of Virginia, 
a professor told with an air of injury 
how some Yankee visitor had cautioned 
him not to use the great traditions of 
the university as a rocking chair. I fear 
the remark was very appropriate to some 
at my alma mater at the time despite the 
fact that feelings were hurt. However, 
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let me hasten to add that, from all that 
I have known or heard, it is not cus- 
tomary in this state to let traditions 
hamper the path of progress. I know 
that you will agree with me that today 
it is not enough to tell the public and 
our appropriating bodies that due to our 
efforts many diseases are no longer so 
common or cause so many deaths. We 
know that the people and their elected 
representatives are very likely to be even 
more practical than the fellow from 
whom a friend wanted to borrow five 
dollars and who reminded him of the 
many favors he, the borrower, had done 
him in the past; the prospective donor 
replied, as we all know, “Yeah, but what 
have you done for me lately?” The 
people are willing to applaud our past 
accomplishments, but are not willing to 
pay us today or tomorrow for what was 
done yesterday. 

The fact is that we have a tendency to 
exaggerate our past accomplishments 
and are shameless in taking credit not 
only for improvements for which we 
should have credit, but also for which 
we were not solely responsible. Public 
health, meaning persons working for 
oficial and nonofficial health agencies, 
contributed to but did not do the whole 
job of reducing the death toll from 
tuberculosis. Improved economic con- 
ditions and better education have been 
important factors. Lowered infant 
mortality rates are not entirely a product 
of our work. Refrigerator salesmen, 
plumbers, and even the vanishing ice- 
man have helped as have many groups 
and many factors. We have done 
enough to be very proud about, but 
more and better hospitals, newer and 
more effective drugs, and better trained 
physicians and nurses have probably 
done more to lower mortality rates. 

One of the great handicaps that we 
face in public health today is a certain 
lack of confidence in the future and a 
lack of plans for it. Perhaps this is be- 
cause our public health problems seem 


to have become so numerous and com- 
plex. Many of us have been in public 
health long enough to remember when 
it was not so difficult to get agreement 
on what the major public health prob- 
lems were, and when it was easier to 
explain to the public and to appropriat- 
ing bodies why money for public health 
was needed, and how it would be spent. 
A few cases of typhoid fever in a com- 
munity were all that were necessary to 
illustrate the need for a county health 
department, and this one disease could 
be used to explain the work of a health 
officer, sanitarian, sanitary engineer, 
public health nurse—in other words the 
work of the whole public health team. 
I would certainly be the last to deplore 
the passing of this terrible disease, but 
I do want to point out that we have not 
been able, even with all the improve- 
ments in audiovisual aids, etc., to devise 
an exhibit that is quite as dramatic and 
effective as a real live—or dead—case 
of typhoid fever. 

Before the old-timers among you take 
offense at any seeming implication from 
what I have just said that you had an 
easy time in public health in the old 
days, I hasten to say that I did not mean 
that at all. I did not mean that you 
had an easier time getting appropria- 
tions. I know you did not. What I 
mean is that by limiting your field of 
endeavor your problems were more clear 
cut, more dramatic, easi »r to discuss and 
explain, and the solutions to them were 
clearer. You could promise much greater 
returns to the public in better health and 
lives saved per dollar spent than can be 
done now. You could show impressive 
graphs, the lines of which plummeted 
dramatically from high peaks to low 
incidence. And public health, like the 
virgin soil in the pioneer days of this 
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country, was cheaper then. Now, as 
in the case of land, the price of public 
health has gone up. We have been 
compelled both by the lessening of the 
communicable disease problem and by 
our philosophy to broaden the scope of 
our work and to cultivate what formerly 
lo~ked like very barren soil. We are 
no longer allowed to plow only the bot- 
tom land. The pioneers in public 
health, and I am thinking mainly of 
those who worked in the period of from 
15 to 40 years ago, did not have an easy 
time, but I think they had more fun 
than we do now. They had a better idea 
of what they wanted to do and where 
they wanted to go. They were not as- 
sailed by doubts, nor hampered by 
ideologic disputes. They knew what the 
public health problems were. Your 
own Dr. Applewhite is one of those 
crusaders that I am talking about and I 
am sure that each of you have already 
thought of others who fit in this picture 
and who fought a good fight. 

Public health then was more like a 
crusade and for reasons somewhat simi- 
lar to those that brought about the origi- 
nal crusades in the Middle Ages. At 
that time the Holy Land was in the hands 
of the infidel Saracens and the true be- 
lievers of the Christian faith had no 
doubt but that the proper course was 
to take it away from them and let the 
purifying air of Christianity replace the 
evil smell of heresy. Our public health 
crusaders encountered many unbelievers 
and it was very satisfying to tilt with 
them. They lost many battles but they 
won all the wars and “public health” 
became a “knight in shining armor.” 
Appropriations increased and county 
health departments multiplied. We got 
more personnel but also more jobs to 
do. Our reputation for near miracles 
became almost a handicap and every 
session of Congress and of our state 
legislature gave us new duties and re- 
sponsibilities. For some of these funds 
were provided, but some we were ex- 
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pected to do “in addition to our other 
duties.” The State Board of Health in 
Florida, established in 1889, originally 
had only one duty, to control communi- 
cable diseases and among these mainly 
yellow fever. By 1950 the list of duties 
had grown to 84, and several new ones 
have been added since. 

But that is enough of the past. Let 
us consider the present. It is obvious 
that by and large public health agencies 
still enjoy the respect and support of 
the public and its representatives in 
federal, state, and local appropriating 
bodies. But our very successes in the 
past now hamper us. The decline of the 
communicable and infectious disease 
problem has made our “Standard Sales 
Talk” for public health antiquated, and 
we have not got around to rewriting it 
satisfactorily in the light of new condi- 
tions. In fact, it is not easy to do. It 
was difficult enough when typhoid fever 
was prevalent to sell preventive meas- 
ures, such as personal cleanliness, im- 
munization, pure water, pure food and 
milk, and proper sewage disposal, but it 
is infinitely more difficult to sell the im- 
portance of these measures to prevent 
typhoid fever when there is not any 
typhoid fever. A siege was always 
duller than an open battle in the field. 

Many of us nevertheless have an 
uneasy feeling about the future. One 
of our difficulties is explaining our needs 
in public health. There are undoubtedly 
many individuals who can make a fine 
10-minute or hour long talk on any 
program that you have here in North 
Carolina, be it nutrition, industrial 
waste disposal, cancer control, or in- 
fant care. But all will agree that it is 
quite difficult to say enough about pub- 
lic health’s numerous present problems 
in any reasonable length of time. I 
know how difficult (or impossible) it is 
to do this because I have had the job 
of telling about the Florida State Board 
of Health to civic clubs, our state budget 
commission, governors, and legislative 
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appropriating bodies in time limits rang- 
ing from 10 to 30 minutes. The pro- 
gram chairman casually says, “take all 
the time you want, doctor (up to 30 
minutes that is) to tell us everything 
about public health.” 

This frustrating predicament is faced 
constantly by responsible public health 
officials every day on national, state, and 
local levels of government. We are 
favored by an interested and enlightened 
public, and by and large our legislators 
are sympathetic and far from parsimo- 
nious. They actually want to give us 
money to improve health, and sanita- 
tion, and to prevent illness and needless 
deaths. I make this statement in spite 
of the trend in Congress in the past few 
years to reduce appropriations for grants 
to states. These reductions were based 
in part at least on the philosophy that 
the states are responsible for this im- 
portant job; partly by a swing of inter- 
est from the types of work that state and 
local health departments do to vocational 
rehabilitation, to the construction of 
hospitals and related institutions, to re- 
search, and to medical and hospital in- 
surance. Parenthetically, if we do not 
agree with these congressional actions 
and policies we should express our views 
to them in every proper manner, by 
letter, by telegrams, and by personal 
conferences. However, we should not 
spend too much of our time lamenting 
the whims of the federal government. 

Our principal sources of support, fi- 
nancial and otherwise, are our own state 
legislatures and city and county officials. 
I have already touched on the fact that 
our principal handicap lies in the diffi- 
culty of presenting briefly and clearly 
the answer to the simple question: “What 
are your problems?” When I was the 
director of a state venereal disease con- 
trol program and had over 30,000 new 
cases of syphilis reported in a year and 
over 30,000 persons under treatment for 
this disease it was possible to answer 
such a question concisely. Now the 


answer is not easy because you do not 
get very far if you answer, “My prob- 
lem is the need for $2,000,000 to better 
handle 10 or 20 or more problems.” 

Sometimes people seem more inter- 
ested in buildings than the people work- 
ing in them. I congratulate you on the 
new building that you have got for the 
Health Department here in Raleigh, but 
I know that my friend, Dr. Norton, will 
agree with the old Chilean proverb 
“The bird is more important than the 
cage.” The problem of keeping well 
trained, experienced, and competent 
personnel by providing adequate salaries 
and optimum working conditions is not 
one that has wide appeal. It is intan- 
gible and therefore difficult to sell. 

In maintaining public interest and 
support, our major difficulty today is— 
and will be in the future—the very 
multiplicity of our programs. More and 
more we must examine that perplexing 
question: “What is a public health prob- 
lem?” We have a multitude of friends 
and supporters who will help us get all 
the money we need for tuberculosis con- 
trol, if we choose to concentrate on that 
alone. We have a multitude of friends 
and supporters who will help us get all 
the money that we need for cancer con- 
trol, if we choose to concentrate on that 
alone. The same can be said for mental 
health, sanitation, mosquito control, 
stream pollution, and a host of other 
diseases and conditions. 

We have enthusiastic groups in Flor- 
ida who are eager, willing, and able to 
help us get money for field and labora- 
tory work in connection with crabmeat 
inspection, for research on _ better 
methods of getting rid of waste, for 
more and better food handlers’ schools, 
for tuberculosis control, for cancer con- 
trol, etc. But when we ask for help in 
getting funds to protect the people of 
Florida from all diseases and all un- 
healthful conditions and to promote 
health and longevity the line of helpers 
thins out. 
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Few seem to be enthusiastic about co- 
ordinated public health action in tuber- 
culosis, cancer, venereal disease, and 
maternal and child health, even though 
these problems occur in the same com- 
munities, in the same households, and 
at times even in the same persons. 
There are few rooters (except for the 
sanitary engineers and sanitarians in 
supervisory positions and the state health 
officer) for an over-all environmental 
sanitation program, including water sup- 
plies, sewage disposal, pure food, milk, 
and stream pollution. Outside our pub- 
lic health laboratories there are no 
organized groups and few individuals 
who realize that laboratory work is basic 
to practically every endeavor undertaken 
by the health department. I never heard 
of any interested outsider being a 
champion of one health department ac- 
tivity which is the oldest of all, namely, 
the collection and filing of birth and 
death certificates, the furnishing of 
certified copies of them, and their 
analysis. 

People know more about disease to- 
day than ever before. We can take 
some of the credit, but so can radio, 
TV, newspapers, and popular magazines. 
Since the public is more knowledgeable, 
I hear a great deal these days about en- 
couraging the ordinary citizen in com- 
munities and states to study their own 
problems and help determine their own 
needs. I think this is an excellent thing 
if we, who are trained in public health, 
are not restrained from providing some 
leadership in arriving at the conclusions. 
A democracy such as ours is based on 
the principle of the people being able 
to get what they want, but I believe that 
even in a democracy people trained in 
special fields, such as are we public 
health workers, have a responsibility to 
say what they think is best. Whether 
or not our advice is taken is up to the 
people when all is said and done. I am 
not such an idealist as to think that an 


endeavor such as public health, which 


is based on public support and financed 
with public funds, can maintain a per- 
fect balance between what is done and 
what ought to be done. Furthermore, 
I am not so conceited for our group as 
to think that were all our advice heeded 
we would necessarily have a state of 
perfection. For one thing, we in public 
health do not unanimously agree on 
where we want to go. We come from 
many professions and groups. We have 
different interests and points of view, 
and this contributes to our strength even 
though it prevents unanimity of opinion. 
True, in some ways it confuses the pub- 
lic, and better public understanding is 
one of the goals of the future in our 
field. 

We cannot, however, afford to drift 
aimlessly with the tide of public opinion, 
nor succumb to easy pressure which 
would not, in our opinion, advance the 
cause of health improvement. We can 
protest and we can recommend—and 
we should. We should study our prob- 
lem as a farmer does his land and decide 
which fields would best be plowed and 
which can most profitably be left fallow. 
We can and should take the public and 
public officials, including legislators, 
into our confidence and ask for their 
help in planning; but we should be 
frank with them and resist the tendency 
to favor always the popular and ex- 
pedient course. 

It seems to me though that we should 
agree on some basic action for the 
future. We must recognize the fact that 
our job in public health has changed 
and is changing and will continue to 
change. We should recognize the fact 
that past successes do no! justify our 
present and future existence. We 
should not exaggerate our past contribu- 
tions, but on the other hand we should 
emphasize the possibilities for effective 
work in the future. We must realize that 
the work ahead of us may not be so 
drematic as in the past. We must re- 
consider our former major objectives of 
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reducing mortality from specific dis- 
eases and causes, such as pellagra or 
diphtheria. Our present objectives 
should include holding the line against 


the return of these diseases that have 


become minor public health problems 
and shift gradually to a program of gen- 
eral health conservation. Helping people 
to stay out of the hospital, to lead a 
more vigorous and longer life, and to 
maintain a better mental and emotional 
balance may not be so spectacular but 
it is the job, as I see it, that remains for 
public health to do in the future. We 
will find ourselves doing more and more 
to make living conditions pleasant and 
enjoyable. For example, we are al- 
ready spending large sums of money in 
Florida to combat pest mosquitoes as 
distinguished from disease-bearing mos- 
quitoes. We are paying more attention 
to public water supplies that have bad 
tastes, ordors, or which discolor laundry 
or clog pipes. Industrial plants that 
give off unpleasant odors or dust are 


investigated. We are beginning to learn 
that to be healthy physically, mentally, 
and emotionally, we must be happy and 
contented where we live. 

Our criteria for selecting programs of 
the future should be based not only on 
preventing illness and saving lives, but 
on the newer theory that they promote 
health and physical and mental well- 
being. Such programs as those con- 
cerned with chronic diseases (cancer, 
heart disease, and diabetes) and mental 
and emotional disturbances, including 
alcoholism, will be promoted in the 
years to come. In the field of environ- 
mental sanitation: pest mosquito control, 
atmospheric pollution, stream pollution 
and control of allergy-producing sub- 
stances, I feel will be important. Many 
other problems, now unthought of, will 
come to the fore and occupy our minds 
in the next few years. But I have 
enumerated enough to keep all of us 
in the public health field busy for quite 
a while. 


Proposed APHA Section on Mental Health 


A committee under the chairmanship 
of John D. Porterfield, M.D., Columbus, 
Ohio, has been formed to explore the 
possibility of a section on mental health 
of the American Public Health Associa- 
tion. It is the intent of the committee to 
bring in all of the disciplines associated 
with mental health, particularly at the 
community level, and to include physi- 
cians, nurses, social workers, psycholo- 
gists, and others. 


The committee will welcome informa- 
tion from any persons, either members 
or nonmembers of the APHA, who would 
be interested in such a section. Com- 
munications with reference to member- 
ship should be sent to the Secretary of 
the Committee for a Mental Health 
Section of the American Public Health 
Association who is Rema _ Lapouse, 
M.D., 3435 Main St., Buffalo 14, 
N. Y. 
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Rehabilitation of Problem Families 
H. C. MAURICE WILLIAMS, O.B.E., M.R.C.S., L.R.C.P., D.P.H., F.A.P.H.A. 


The projective reader profits by 
accounts of the way others have met 
social problems like those he may 
face. The English seem to have 
done much more in this area of 
family rehabilitation than we have, 
so here is help for many of us. 
There must be few American health 
jurisdictions, indeed, in which 
troublesome administrative prob- 
lems have not been rendered muvre 
difficult by the complications cre- 
ated by delinquent families. 


You find in the United States, I 
expect, as we do in Britain that the “man 
in the street” knows little of the horrors 
of slum life with its conditions of filth 
and squalor under which these derelict 
families exist. When the public reads 
in the newspapers of cases of child 
neglect or cruelty that come before the 
courts, many imagine that these families 
are something new that have developed 
like a canker on our social fabric during 
the postwar years. In Britain the official 
evacuation scheme of the last war intro- 
duced many of these families into dis- 
tricts whose residents were previously 
unaware of the existence of such peo- 
ple, and gave considerable publicity to 
the situation. 

It is undoubtedly true that today the 
public conscience is sensitive to any 
deviation from the normal standard of 
living, therefore those who fail to attain 
these standards are more apparent. Yet, 
those of us who have studied social con- 
ditions in bygone days know that there 
is nothing new in the problem. In fact, 
in the last century, after the Industrial 
Revolution with its child labor, cheap 
alcohol, poor wages, and bad landlords, 
there must have been a much higher 
proportion of our working-class families 


living under conditions far worse than 
anything we see today. 

As social amenities became more 
readily available to the people so the 
great majority took advantage of the 
benefits and improved their conditions 
of life. With better education, better 
housing, and higher wages most of the 
working-class people are today living at 
as high a standard as the middle classes 
enjoyed during the nineteenth century. 
Yet one finds a small minority, either 
through a temperamental instability or 
mental defect, who fail to keep pace with 
the advancing times. In our Welfare 
State today there is seldom need for real 
poverty in the homes of these submerged 
families. 

Charles Booth,' the eminent sociolo- 
gist of the nineteenth century, carried 
out a detailed survey of Life and Labour 
in London between 1890 and 1900, and 
found that at least a tenth of the popula- 
tion were living a life cursed by drink, 
brutality and vice, and loaded down 
with ignorance and poverty. The Eugenic 
Society of Great Britain has recently 
carried out five pilot surveys and found 
that the average incidence of problem 
groups was 2.98 per 1,000 families. The 
incidence in the West Riding of York- 
shire was 1.2 per 1,000, whereas in 
Luton it was 6.2. In Southampton we 
estimate that there are 3.4 per 1,000 
families that come into this category. 

There is no well defined common 
yardstick of measurement as to whether 
or not a border-line family should be 
included within this designation, so that 
most investigators undertaking surveys 
in different parts of the country realize 
that there is a marked variation in their 
findings. It is, however, fairly well 
established that the incidence in urban 
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areas is higher than in country districts 
for two main reasons, namely, that in 
the villages the critical surveillance of 
their neighbors acts as a deterrent 
against cruelty, filth and squalor, and 
further, there is the tendency for this 
type of individual to gravitate to the 
towns. We find that a large number 
of these people are in early middle life, 
able-bodied and capable of regular 
manual work, who have difficulty in ad- 
justing themselves to the recognized 
standards of life. 

Inquiries made into the causes of 
child neglect as given by mothers who 
had been sent to prison for this crime 
reveal that a quarter of the mothers 
blame bad housing conditions, three- 
quarters blame lack of help, and a third 
complain of insufficient income. The 
mothers did not excuse themselves on 
the grounds of ill-health or fatigue, al- 
though this complaint would appear 
often to have been justified. 

A fairly typical story in the case his- 
tories of a large number is that the 
couple marries at an early age before 
the man has established himself in any 
regular trade or employment. Owing to 
the housing shortage following the war 
most of these couples start their married 
life in one or two rooms in the parents’ 
houses. After the birth of the first child 
family quarrels commence, until eventu- 
ally they are forced to leave and find 
their own accommodation in furnished 
rooms at a rent far higher than their 
weekly wage permits. 

The husband then begins to visit the 
drinking saloons to get away from the 
discomforts of a confined space and the 
noise of an increasing family. The wife 
becomes suspicious of outside female 
associations and so joins him in his 
nightly visits. Their debts pile up, they 
resort to football pools and gambling in 
the forlorn hope that by some stroke of 
luck all their worries will disappear as 
if by magic. If such a family is to be 
saved from developing into social para- 


sites this is the time when our preventive 
work must be concentrated on rehabilita- 
tion to break these links which make up 
this chain of the vicious circle. 

I believe that most of our present-day 
methods of using public health nurses 
are proving largely unsuccessful—which 
means that tens of thousands of pounds 
are being dissipated by local authorities 
in domiciliary visitation. I strongly 
advocate the employment of men and 
women of a different type as area officers 
to cope with these families. These offi- 
cers should be able to mix intimately 
with the people of the locality, visit the 
taverns, and while there, in conversation 
and gossip, ascertain the potential fami- 
lies who are rapidly going downhill. 
Men and women experienced in life 
would be of far greater service in the 
preventive field at this stage than the 
majority of our present workers who 
have a nursing and academic back- 
ground. The public health nurse should 
come into the picture when the family 
has been returned to some degree of 
normality and when they are receptive 
to advice and health education. 

Many of the officers employed by the 
National Society for the Prevention of 
Cruelty to Children in Britain do excel- 
lent work, but unfortunately, as they are 
a voluntary body dependent on chari- 
table funds, they are far too few to cope 
with our present demands. From my 
knowledge of their work and personality 
I feel that the recruitment of area 
rehabilitation officers of this type would 
admirably suit the situation. Many of 
the Salvation Army officers who have 
worked in the poorer parts of our cities 
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dent of the Society of Medical Officers of 
Health of Great Britain. 

This paper was presented before the Health 
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Meeting in Buffalo, N. Y., October 12, 1954. 
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are also well equipped through their 
Christian outlook and experience of 
people to undertake similar duties. 

In order to consider preventive and 
curative methods in dealing with this 
problem it is necessary to form some 
broad classification so that we can see 
the extent of our task. I have accord- 
ingly divided these problem families 
into three groups. Each family presents 
a unique complex of features so that it 
is impossible to have clearly defined 
categories. 

In the first group there are those who 
show affection toward their children and 
supply them with sufficient food and 
clothing, although the food is usually 
unsuitable and given at irregular times. 
This type of family is usually character- 
ized by the complete inability of the 
woman to undertake the average routine 
work of domestic life—which should be 
the knowledge possessed by any normal 
homemaker—with the result that the 
house becomes untidy and dirty. We 
have found that the mother is generally 
of poor intellect or that her health has 
been so undermined by recurring preg- 
nancies that she is unable to fulfill her 
responsibilities. The father is often lazy 
and fails to give his wife any encourage- 
ment in the home; he indulges in long 
periods of unemployment. 

Some of these families in Britain are 
able to obtain from the Labour Ex- 
change, the National Assistance Board 
and their Family Allowances nearly as 
much as they would receive while work- 
ing. These monetary benefits naturally 
increase the incentive to laziness in this 
type of individual. We have found that 
a large majority of the families come 
within this category. Seldom is there 
fundamental viciousness in this group, 
and unless there is a marked mental 
defectiveness these particular members 
of society are generally capable of re- 
habilitation if caught in the early stages. 

In my second group the father and 
mother are devoid of any sense of 
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responsibility toward their children. 
Many of these people are educated above 
the average of their station, but they 
have a low moral sense and seem un- 
concerned about the welfare of the chil- 
dren or their legitimacy. 

In the third group you have those 
whose living conditions are satisfactory, 
but who subject their children to physi- 
cal cruelty. Fortunately, from our own 
experience, this problem group is in the 
minority. 

Let me, therefore, describe to you the 
ways and means that we adopt in dealing 
with this social problem in Britain. 
Some three years ago my council de- 
cided to set up a Rehabilitation Com- 
mittee consisting of all the chairmen of 
the Corporation Departments concerned 
with Welfare. In addition to this com- 
mittee, a subcommittee was constituted 
of the principal officers concerned with 
social welfare, together with the repre- 
sentatives of the voluntary bodies such 
as the Salvation Army, the Social Sci- 
ence Department of the university, the 
National Society for the Prevention of 
Cruelty to Children, the Hospital Alm- 
oners, and Government Departments 
who dispense national relief funds. 

Weekly meetings are held under the 
chairmanship of the medical officer of 
health, who acts as coordinating and 
records officer. Every case brought to 
our notice is discussed in detail from 
all the angles of the social workers con- 
cerned, and it is generally possible to 
nominate one officer to be mainly re- 
sponsible for the case, calling in as 
requirements demand, help from other 
departments. This system reduces the 
duplication of visits by social workers to 
a particular home. I have already men- 
tioned the appointment of area officers 
which needs no further elaboration. 

The more one has to deal with these 
submerged families the more one 
realizes the almost insurmountable diffi- 
culties of applying remedial treatment. 
At first, from my own experience, I was 
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very despondent about any hope of im- 
proving their state of life, but after 
talking to these people in their homes I 
began to feel that there was quite a lot 
of good in some of them and if we could 
alter their circumstances we might suc- 
ceed in bringing them back to some 
degree of normality. The committee 
therefore adopted my suggestion that 
we should approach the Housing Com- 
mittee of the council and get them to 
allocate a certain number of houses for 
families selected by the Rehabilitation 
Committee. The Housing Committee was 
at first reluctant to accede to our request 
because they rightly felt that these 
problem families would be “jumping the 
queue” in being given a council house 
before many worthy and deserving ap- 
plicants. However, when we pointed out 
that this was in the form of a social 
experiment they agreed to provide a cer- 
tain number. 

Here I must emphasize that the great- 
est care must be taken in the selection 


of families, otherwise the public reaction 
to this form of priority will be most 
critical. Help must also be given either 
by loan or grant of furniture and house- 
hold equipment to give them encourage- 
ment and avoid their starting off with 


debts. It is important not to segregate 
problem families in groups of council 
houses. 

In Southampton we have been most 
fortunate in this work in that we have 
brought about some really spectacular 
resulis. A few examples will illustrate 
my case: 

A man and wife who had been prose- 
cuted and sent to prison because of the 
filthy conditions under which they were 
living have made a remarkable recov- 
ery. At the time of the conviction this 
man and wife were living in a slum 
dweliing with 11 children. They were 
sleeping on the floor of the kitchen 
without any proper bed covering and no 
mattresses. There was very little food 
in the house as most of the money which 


was earned by the man, who was a dock 
laborer, was spent on drink or wasted 
in other ways. They had no cooking 
or feeding utensils and the family used 
their hands for eating just like young 
savages. The father and mother were 
both sentenced to six months’ imprison- 
ment, and during the mother’s term in 
prison she gave birth to another child. 
On their discharge we rehoused them 
in a corporation flat in the poorer part 
of the town. The children had, in the 
meantime, been taken over in the care of 
the Local Authority. We gradually re- 
turned the children from the care of the 
Local Authority, and by constant visita- 
tion we got the man and woman to 
realize their responsibilities and to make 
some saving from the man’s weekly 
wage for the purchase of necessary 
household equipment. When they satis- 
fied us that they were making a real en- 
deavor to rehabilitate themselves we 
rehoused them in a council house. Since 
then there has been a remarkable trans- 
formation in their standard of living 
and they now compare favorably with 
the rest of the tenants on the housing 
estate. Some of the children are still in 
the care of the Local Authority. When 
we are satisfied that the parents are able 
to cope with the complete family we 
shall return them to their parents. 
Another family—man, wife, and six 
children—who had been evicted for ar- 
rears of rent, went to live in one room 
with the husband’s mother. When vis- 
ited we found that their state of living 
was beyond description. Eventually we 
offered them accommodation in the Wel- 
fare Services hostel. The woman com- 
pletely lost heart with her circumstances 
and her recurring pregnancies. The 
husband at this time was lazy and sel- 
dom kept his employment for more than 
a week or two and stayed away from 
work on the most flimsy excuses. Here 
again by constant visitation and advice 
they were told that if they made some 
real effort to improve their conditions 
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rehousing would be considered. This 
was eventually done with very gratifying 
results in that the conduct of the hus- 
band has completely changed; he takes 
a pride in his home and has kept regu- 
lar employment. The wife’s outlook on 
life has greatly improved, and she at- 
tends regularly at the birth control clinic 
and no further pregnancies have 
occurred. 

A family consisting of husband, wife, 
and five children occupied the ground 
floor of a seven-room house which was 
in a filthy condition, being damp and 
dirty, the wallpaper hanging off, and the 
walls crumbling. The wife stated that 
the agent was not collecting rent as the 
owner wanted them to move so that he 
could sell the house. The children were 
fairly clean and well fed. The family 
was eventually evicted for rent arrears 
and obtained two rooms in a different 
house in the same street. After a few 
months that landlord required the rooms 
for his daughter. 

The family was told that we would be 
prepared to consider them for rehousing 
if they made an attempt to pay the rent 
arrears owing from their previous ac- 
commodation. The mother again became 
pregnant. At this time the parents were 
sleeping on a mattress on the floor, and 
as they were not allowed to use the 
kitchen downstairs, water had to be 
drawn off and taken upstairs to their 
room. The mother was admitted to the 
Maternity Unit and during her absence 
from home the children were placed in 
the care of the Loca) Authority. After 
visits and advice the husband arranged 
to pay off some of the rent arrears. 

It is little wonder that when a family 
has to perform every function of life 
within the confines of a room 14 feet by 
12 feet they degenerate to the extent 
that this family did. It was felt by the 
committee that with the provision of 
better accommodation and help toward 
their furniture, together with the cur- 
tailment of future pregnancies, there was 
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some hope that this family would im- 
prove. Fortunately, this opinion has 
been amply justified and they now take 
a pride in their new home and their 
garden. 

There are many other families that 
could be mentioned who also show 
marked improvement, and I am con- 
vinced that rehousing, with help toward 
furniture in selected cases, is one of the 
best means of bringing about rehabilita- 
tion. Although the methods of dealing 
with problem families appear at first 
sight to be fairly costly, it is far cheaper 
than leaving the problem untackled. 

In the past, the children of problem 
families have eventually had to be ad- 
mitted either to Local Authority or 
voluntary homes. Although the parents 
were unsatisfactory, in the majority of 
cases they were often dearly loved by 
their children who greatly resented be- 
ing parted from them. Although most 
extravagant arrangements were made 
for these children in institutional homes, 
the children suffered emotional starva- 
tion and as these children were not 
emotionally satisfied they exhibited be- 
havior difficulties, and in a large number 
of cases developed into psychological 
problems. 

In several recent cases where children 
have been admitted to Local Authority 
Homes it has been found that their 
mothers or fathers were also brought up 
in these homes. In the case of one girl 
who was brought up in the homes and 
who is now only 34 years of age, her 
four children, all illegitimate, are now 
wards of the Local Authority. In the 
case of a man aged 42 years who was 
also brought up in the homes, his two 
children have had to be taken into care 
by the Local Authority. These people 
who have known no love in their child- 
hood have frequently nothing to offer 
their children. Where children have 
been taken from unsatisfactory parents 
it has been found that more children 


have then been produced and that after 
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a few years the same position prevails 
as when the first children were removed. 
The satisfactory method of dealing with 
so-called problem families is as a family 
unit. In my view, birth control is indi- 
cated when recurring pregnancies in 
poor housing conditions become one of 
the main factors conducive to deteriora- 
tion in the standard of living for people 
of this type. Even voluntzry steriliza- 
tion may be necessary where it is obvi- 
ously detrimental to the mother’s health 
that further pregnancies should occur. 

Since the war Local Authorities have 
had permissive powers to employ domes- 
tic helps in relieving the overburdened 
mother with her household duties. Un- 
fortunately, the scale of charges made 
to the recipient of this service by most 
of the Local Authorities in Britain is so 
high that these families are quite unable 
to pay for the help. In 1945 the Norwich 
Health Department appointed a home 
visitor to visit unsatisfactory families, 
to give advice and to help in the house- 
work. Cleaning materials were also pro- 
vided. As this visitor had to deal with 
as many as 57 households at a time, 
it is not surprising that the effort was 
not a great success. Apart from the 
cost of providing such a service, there 
would be considerable difficulty in re- 
eruiting workers, as most domestic 
helpers are reluctant to work in such 
homes. 

Another most useful social service 
that has been established in Britain in 
certain of the principal provincial cities 
such as Bristol, Liverpool, and Man- 
chester, is known as the Family Service 
Unit. These units were set up after the 
war on a voluntary basis, although in 
certain cities Local Authorities are now 
paying them substantial subsidies. For 
instance, in Bristol the whole of the cost 
is covered by the local rates. The gen- 
eral structure of their organization is 
that their workers, who undertake the 
work purely as a vocation, after taking a 
social science diploma during two years 


at a university, undergo an intensive 
training which covers a period of six 
months. During this training they are 
sent out to work under the direction of 
a field organizer. 

On setting up their organization in a 
provincial center the first thing they do 
is to purchase a house which can be 
used as a hostel. In this establishment 
they form clubs and have facilities for 
cleansing the people, and in some cases 
canteens are provided. The great ad- 
vantage I see in the work of the Family 
Service Units is that the workers are 
prepared actually to undertake some of 
the menial duties required, such as the 
cleaning of the home, cooking of simple 
meals, and the care of the children. 
Their knowledge of family budgeting, 
the proper way of cleaning and looking 
after clothes, and cooking simple meals 
which they demonstrate to the people is 
undoubtedly of very great value. 

It is found that one worker is capable 
of dealing on an average with 20 fami- 
lies at one time, and although there 
might be a number of workers operating 
from the central hostel, they go out to 
the people as individuals, encourage 
them in order to gain their confidence, 
discuss with them their problems, and 
attempt to make them feel that they 
have at last found a friend. These 
workers seldom work for more than an 
hour a day at any particular house and 
continue to visit, perhaps every day, 
or adjust their visits in accordance with 
the improvement and requirements of 
the family. The cost per family is 
reckoned by the Family Service Units at 
£30, which on this basis would give 
a total annual expenditure for the nation 
of £ 250,000. 

Anyone with personal knowledge of 
the conditions under which problem 
families live will agree that for lasting 
improvement the help provided will 
have to be as intensive as that given 
by the units. Yet it is thought that only 
one-tenth of their cases were perma- 
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nently improved. It must, however, be 
remembered that the units deal with the 
worst cases in each town visited. 

In a report recently prepared by Sir 
Basil Henriques,? chairman of the East 
London Juvenile Court, he stated that 
there are comparatively few Jewish 
juvenile delinquents coming before the 
courts as in need of care and out of, 
or beyond control. He believes that this 
is due to the work done by the Jewish 
Board of Guardians, which is a volun- 
tary society founded in the middle of the 
last century for the relief of Jewish poor. 
This body keeps an excellent card index 
system of any Jewish family who has at 
any time been known to the board. 
Through this index any Jew requirirg 
help is treated not merely as an indi- 
vidual, but also as a member of his own 
family, and in this way the family is 
made to feel responsible for any one of 
its members, and any one member of a 
family receiving assistance of any kind 
is considered in relation to the rest of 
the family. 

The root cause of trouble may not lie 
with the individual’s difficulties, but 
with his environment; for example, 
neglect of the children may be due to 
the exhaustion of the mother who needs 
rest and convalescence. The removal of 
children to hospitals while the father is 
in prison may prevent them becoming 
beyond control. Jewish orphanges pro- 
vide homes for children whose mothers 
are dead, to save them from neglect in 
their own homes. Matrimonial upsets, 
which cause so much unhappiness to the 
children, are often solved through spe- 
cial marriage councils or by monetary 
relief. Such upsets are often due to 
having an aged parent in the house and 
the situation could therefore be relieved 
by providing separate accommodation 
for the care of the aged. 

One of the unique aspects of the 
board’s work is their Loan Department. 
Sums of money can be borrowed with- 
out interest so long as sureties are forth- 


coming. Such loans can be used for 
buying a house, stocking a store, educat- 
ing a child. Nearly all this money is 
paid back either by the borrower or his 
sureties. The board also has a depart- 
ment for providing secondhand clothes 
in necessitous cases, they have conva- 
lescent homes and almshouses for the 
aged, and employ a number of welfare 
workers to keep in touch with all their 
cases. Their future program includes 
the building of tenement flats and 
houses for the rehabilitation of Jewish 
families living in poor conditions. 

The whole object of the Board of 
Guardians is constructive and positive 
and aims to rehabilitate near-breakdown 
Jewish families, whether this is due to 
financial, emotional, or health causes. 
The success it achieves is undoubtedly 
due to the fact that it treats an individual 
as a member of his own family and not 
in isolation. 

The Christian churches throughout 
the country should make a supreme ef- 
fort to form similar rehabilitation com- 
mittees, with selected helpers to visit and 
encourage these people to regain their 
self-respect and find salvation in the 
teaching and example set by true Chris- 
tians in their moral and spiritual stand- 
ards. Let me pay a tribute to the work 
of the Salvation Army, which has done 
some pioneer work in this field by the 
establishment of a home at Plymouth. 
They appropriately named the home 
“The Mayflower,” which not only links 
the home with Plymouth, but expresses 
the originality of its purpose as the first 
home of its kind to be established in 
England. The Mayflower Home, which 
is an old Victorian house, has only lim- 
ited accommodation and is a home 
which is an alternative to a prison sen- 
tence. The women who are sent there 
have a course of training in child care. 

I was privileged to visit the home 
some months ago and was inost im- 
pressed by the methods of instruction 
given to these women on how to love 
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and care for their children. The senior 
Salvation Army worker in charge was 
most eulogistic about the results already 
obtained, and it is undoubtedly due only 
to the fact that the Salvation Army has 
exhausted its funds for this work that 
other homes have not been established 
by them throughout the country. Their 
first assumption, which is obviously a 
correct one, is that a clean, wholesome, 
and nourished body is more responsive 
to spiritual correction than a dirty one. 
The first lesson therefore takes place in 
the bathroom, with ample soap, hot 
water, and clean towels. Following this, 
the women are taught simple rules of 
housewifery such as the washing and 
ironing of clothes and preparation of 
wholesome, simple meals. A regular 
daily routine is insisted upon so that 
when they return to their homes they 
will have got into the way of undertak- 
ing their work in a methodical manner. 

The essential part of the experiment 
is that their children are present in the 
home with them and the husbands are 
permitted to visit them during their stay. 
There is no rigid form of discipline, but 
instead, an encouragement of trust be- 
tween the officers and the women is 
inculcated. When they have completed 
their daily duties they are permitted to 
visit the cinemas and tea shops in 
Plymouth, should they wish. I am in- 
formed that only one woman who has 
passed through the home failed to return 
on being given this liberty. 


In Southampton we have decided, as a 
Local Authority, to adopt something on 
“Mayflower” lines in so far as we have 
taken a large house where we shall house 
certain problem families. Two retired 
Salvation Army officers have agreed to 
undertake this work on a semivoluntary 
basis and will adopt the same methods 
of instruction as those I have described 
in connection with the Mayflower Home. 

Southampton, like other provincial 
centers in England, is determined to 
continue this important work of rehabili- 
tation. We undertake this work with the 
confidence that we shal] save at least a 
proportion of the families from a con- 
tinued life of degradation. In this we 
are inspired and encouraged by the 
words in the final paragraph of Booth’s? 
monumental work: 


“The dry bones that lie scattered o’er the 
long valley recorded in my volume of ‘Life and 
Labour in London’ bring to light the terrible 
conditions under which many of our fellow 
beings exist. May some great soul, master of 
a nobler and subtler alchemy than mine, 
disentangle the confused issues, reconcile the 
apparent contradiction in aim, melt and co- 
mingle the various influences for good into one 
divine uniformity of effort, and make these 
dry bones live so that the streets of our 
Jerusalem may ring with joy.” 
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Rabies Control in Detroit 
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The ways that two large cities have 
gone about the control of rabies are 
so dissimilar that the two accounts 
are presented here in sequence to 

int up the varying features of 
both. One paper is concerned 
chiefly with prophylaxis, the other 
with a novel method for managing 
the dog population. 


*$ Rabies is one of the most ancient of 
recorded diseases, yet the knowledge 
leading to its prevention in man and 
animals is a relatively recent accom- 
plishment. Its effective control and 
eradication from the United States and 
most other large areas of the world * 
are chapters of public health yet to be 
written. 

Both Celsus?* in the first century 
A.D., and Galen ? in the second century 
A.D., gave detailed descriptions of hu- 
man rabies and recognized that the 
disease resulted from the bite of a rabid 
animal. From Galen to Van Swieten’s 
description of paralytic or “dumb” 
rabies in the 18th century, very little 
contribution was made to the knowledge 
of rabies. As late as the mid-18th cen- 
tury Benjamin Rush lectured at the 
University of Pennsylvania on the 
“twenty-one causes of hydrophobia,” * 
including spoiled food, worms, tetanus, 
gastric inflammation, and typhus; his 
contemporaries meanwhile were debat- 
ing the current belief that the disease 
could arise spontaneously in man and 


dogs. 


* Except Great Britain, Ireland, Denmark, 
Norway, Sweden, Holland, Australia, and 
Hawaii which are reported to be free of the 
disease. 


In the 19th century the nature of 
rabies and its prevention began to be 
more clearly understood. In 1813 
Orfila! specifically indicated saliva as 
the vehicle of the infectious agent; 
Bemis ' (1850) suggested that the rabies 
virus spreads by way of the nerves. In 
1879 Galtier and Pasteur,’»* using 
saliva or mouth washings from infected 
animals, proved that rabies was an in- 
fectious disease and studied its incuba- 
tion period. In 1882 Pasteur, Chamber- 
land, Roux, and Thuiller* found that 
rabies-infected neural tissue, kept at re- 
duced temperatures, retained its viru- 
lence for three weeks. Out of three dogs 
injected with such material one lived 
and was found refractory to subsequent 
inoculations. This group also showed 
that it was possible to diagnose rabies by 
injecting rabbits with spinal cord mate- 
rial from animals supposedly dead of the 
disease. In 1885 the famous case of 
Joseph Meister was reported.’ In this 
article the technic of drying spinal cords 
of rabbits dead of rabies and the method 
of giving daily injections of such mate- 
rial, dried for progressively shorter 
periods of time, was described. The 
Pasteur treatment of human beings and 
animals exposed to rabies has since re- 
mained essentially unchanged. 

In 1911 Semple * reported on his use 
of a fixed virus inactivated with phenol 
as a vaccine for rabies prevention in 
man. This vaccine has been used ex- 
tensively in the United States for human 
protection. 

The first single-injection rabies vac- 
cine for protecting dogs prophylactically 
before exposure was used by Umeno and 
Doi® in Tokyo (1921) and introduced 
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into the United States by Eichorn and 
Lyon ° the following year. This vaccine 
was a phenol-treated product made from 
the brains and spinal cords of rabbits 
dead of fixed rabies virus infection. 
Other vaccines have been prepared by 
treating fixed virus with formalin, ether, 
chloroform, and ultraviolet irradiation. 

The most practical approach to the 
control of rabies in domestic animals 
depends upon the reduction of the stray 
dog population and the prophylactic vac- 
cination of all “owned” dogs. The 
former is primarily the concern of regu- 
latory bodies and an informed public, 
while the latter is a problem of the 
veterinary profession and _ research 
laboratories. Accordingly, a project to 
develop an improved rabies vaccine was 
undertaken at the Lederle Laboratories; 
in 1948 Koprowski and Cox *: ® reported 
on this search for an efficient single- 
injection method of immunization that 
would confer immunity to an animal for 
its normal life span and reduce the oc- 
currence of postvaccinal paralytic 
accidents. 

In view of the limitations of inacti- 
vated rabies vaccines produced from 
nervous tissue, the search was directed 
toward a modified living product propa- 
gated in chick embryos, based on the 
work of Kligler and Bernkopf *® (1939) 
and confirmed by Dawson*® (1939) 
and Sigurdsson ™* (1943). At least five 
strains of rabies virus were adapted to 
the embryonating eggs, but one (the 
Flury strain) showed the most promise 
for the development of a vaccine which 
would meet the requirements established 
above.'* 

The Flury strain of rabies virus was 
isolated by Leach and Johnson ** (1940) 
from the spinal cord of a 14-year old 
girl who had died after exposure to 
saliva from a rabid dog. Serial passage 
of this infected neural tissue was car- 
ried out by inoculation into the brain 
of one-day-old chicks. The virus was 


received by the Lederle Laboratories at 


the 136th passage, then transferred 
serially through 90 egg generations by 
inoculation into the yolk sacs.** Re- 
peated experiments in rabbits, guinea 
pigs, and dogs, given 20 per cent and 40 
per cent embryo suspensions via the 
masseter and hind leg muscles, con- 
firmed that the Flury strain given 
parenterally is innocuous for these 
species. 

Starr, Stafford, and Dye*™ (1949) 
concluded from their field use of 
avianized rabies vaccine on dogs that 
this product would not produce rabies, 
was free from injection site abscesses 
and postvaccinal paralysis, and recom- 
mended continued study. The same year 
6,757 dogs were vaccinated in a field 
study on Staten Island in New York 
City; results indicated that the avianized 
rabies vaccine was a_ satisfactory 
product.'* The vaccine has had success- 
ful mass field trials during the past few 
years in Israel and Malaya under the 
sponsorship of the World Health Organi- 
zation.‘* (1953) reported on its 
use in the vaccination of 5,248 cats in 
Montana and 6,087 cattle in Honduras, 
Costa Rica, and Guatemala. 

One of the most promising features 
of the avianized rabies vaccine is its 
ability to produce a long-lasting im- 
munity. There are indications that we 
might be dealing with a “permanent” 
type of vaccine. Comparisons of avian- 
ized and phenolized rabies vaccines have 
placed the former in a very favorable 
light. Johnson ** (1945) reported an 
11.5 per cent mortality in a group of 
experimental dogs which was challenged 
12 months after the group had been vac- 
cinated with phenolized rabies vaccine; 
the nonvaccinated controls had a mortal- 
ity of 78.9 per cent. In a similar 12- 
month study, Koprowski and Black '* 
(1952) reported a 13.6 per cent mor- 


Dr. Molner is health commissiona, Dr. 
Willson, director, Bureau of Food Inspection, 
and Dr. Kalish is senior veterinarian, Depart- 
ment of Health, Detroit, Mich. 


is 
a 


1000 AUGUST 1955 AMERICAN JOURNAL OF PUBLIC HEALTH 


tality in dogs vaccinated with phenolized 
vaccine and a control mortality of 72.0 
per cent; this compared with no fatali- 
ties in the dogs vaccinated with the 
Flury strain of chick embryo vaccine. 

In another study by Koprowski and 
Black #* (1952) these authors reported 
a 42.1 per cent mortality in dogs chal- 
lenged 24 months following vaccination 
with phenolized vaccine, as compared to 
a 12 per cent mortality in the group re- 
ceiving the Flury strain of chick embryo 
vaccine; the severity of this challenge is 
apparent in the 91.4 per cent mortality 
of the nonvaccinated controls. Tierkel, 
Kissling, Eidson, and Habel*™ chal- 
lenged a group of dogs 39 months fol- 
lowing vaccination; their progress re- 
port indicates a 23.6 per cent mortality 
in the group receiving phenolized rabies 
vaccine and no fatalities in the group 
receiving the Flury strain of chick 
embryo vaccine; there was an 86.1 per 
cent mortality in the nonvaccinated con- 
trols. These results are from the third 
month of observation after the chal- 
lenge and are incomplete. 

Only further trials will truthfully 
establish the length of effective im- 
munity produced and prove whether the 
high-passage level Flury strain of rabies 
virus will retain its immunizing capacity. 
There is no indication, however, that this 
strain can ever again regain its original 
virulence by continued passage in chick 
embryos.’* Furthermore, salivary glands, 
brain tissues, saliva, and blood from 
dogs that received injections of avian- 
ized rabies vaccine were found to be 
devoid of infective power; since the 
virus is not shed in the saliva, it cannot 
increase in virulence and by serial pas- 
sage in animals revert to a former viru- 
lent form.*°: 

In the past 24 months we have used 
16,000 individual doses of avianized 
rabies vaccine for the immunization of 
dogs released from the Detroit dog 
pound. These dogs included most of 
the popular types, ranging in size from 


the toy and miniature breeds to St. 
Bernards and Great Danes, but were 
chiefly of mixed breeding. The group 
included both males and females, with 
a preponderance of males; their ages 
ranged from approximately four months 
to 16 years. Many of these dogs were 
suffering from low-grade systemic infec- 
tions, intestinal parasites, ectoparasites, 
mild to severe malnutrition, etc., and 
probably would not have been consid- 
ered in as good health as those gen- 
erally brought for immunization under 
elective clinical conditions. In this 
group there has been but one case of a 
moderate, transient, localized swelling 
nine days following vaccination, al- 
though it is entirely possible that such 
reactions might have occurred with 
greater frequency without being brought 
to the investigator’s attention. In this 
group of over 7,000 dogs there has not 
been any postvaccinal paralytic acci- 
dents (which undoubtedly would have 
been brought to the author’s attention 
very quickly), nor of any dog so vac- 
cinated subsequently becoming infected 
with rabies. 

The avianized rabies vaccine presents 
the apparent advantages of producing a 
solid immunity for an extended period 
of time when used in proper dosage and 
by the intramuscular route. Its use by 
any other route is not recommended. 
Cats may be given one-half the dose for 
a dog (1% ml), but all dogs should 
receive the full 3 ml of reconstituted 
material. In very small breeds this may 
be divided and given half in each hind 
leg.” From a clinical standpoint the 
product does present the inherent disad- 
vantages involved in reconstituting the 
dried virus at the time of use, in requir- 
ing the use of heat sterilization of needles 
and syringes in place of the commonly 
used chemical disinfectants, and in the 
relatively large dose that is administered 
via the intramuscular route. Should this 
product prove to be as effective an im- 
munizing agent as is now indicated, 
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however, these disadvantages can cer- 
tainly be minimized in relationship to 
its value. 

Although the availability of an effec- 
tive vaccine is a great help, it is, never- 
theless, only one of several important 
factors involved in an effective rabies 
control program. Local control of rabies 
is a problem usually shared in the main 
by public health and police departments 
and occasionally by some other official 
agercies. Public opinion can be mis- 
directed against such official agencies 
when rigid control measures are insti- 


tuted and enforced. Compulsory vac- 


cination and indiscriminate destruc- 
tion of dogs can and does bring about 
criticism and antagonistic public reac- 
tion against dog wardens, dog catchers, 
veterinarians, and health officers. 

The Detroit rabies control program is 
not a perfect one, but it is believed that 
the program is practical and one which 
effectively controls the spread of rabies 
without the use of “scare programs.” 
The city “Dog Law” provides that all 
dogs must be licensed. The cost of the 
license is two dollars, regardless of sex 
of dog. The law further provides that 
no dog can be allowed on any street, 


Table 1—Activities of the City of Detroit Dog Pound, 1928-1953 


Number of Dogs 
Dog Licenses 
Released Dogs Sold (Total 
Year Impounded Destroyed Sold toOwner Vaccinated for City) 
1928 32,116 18,004 6,763 7,366 1,689 52,263 
1929 35,010 20,617 4,655 9,696 7,7. 49,624 
1930 30,513 17,169 4,829 8,582 7,643 46,001 
1931 27,461 13,011 6,582 7,860 7,764 45,472 
1932 18,136 9,164 4,352 4,620 4,029 37,413 
1933 17,046 9,469 2,941 4,619 4,451 51,972 
1934 29,859 17,149 3,719 8,929 7,819 60,991 
1935 28,417 16,010 4,231 8,185 7,054 63,176 
1936 27,863 15,075 4,478 8,290 7,593 67,201 
1937 32,555 18,068 2,942 11,545 9,218 78,679 
1938 32,929 15,155 4,493 13,273 5,764 60,722 
1939 29,135 12,986 4,030 12,139 9,754 58,757 
1940 26,456 12,860 3,450 12,200 7,546 62,558 
1941 24,879 11,644 3,055 10,145 9,208 63,402 
1942 23,147 8,819 4,618 9,697 8,828 63,963 
1943 20,366 8,129 4,659 7,573 7,356 57,672 
1944 20,255 3,737 4,342 7,199 6,419 63,193 
1945 21,056 9,132 4,974 6,969 6,677 56,307 
1946 20,200 8,004 5,500 6,670 6,819 68,259 
1947 23,707 9,233 6,928 7,445 7,487 67,610 
1948 22,978 8,656 7,026 7,383 7,428 63,672 
1949 21,807 7,574 6,963 7,208 7,117 60,326 
1950 22,607 7,869 7,048 7,692 7,345 51,002 
1951 22,856 7,704 6,924 8,217 7,424 47,795 
1952 22,595 6,776 7,883 7,969 7,487 43,325 
1953 22,282 6,595 7,597 8,028 7,586 43,054 
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alley, park, public building, or any other 
place where the public is generally ad- 
mitted unless the dog is licensed, vac- 
cinated, on a leash, and the leash in the 
hands of a responsible person. The law 
also provides for a dog pound, pound- 
master, and sufficient personnel to oper- 
ate the pound. Dog licenses are sold at 
the dog pound and at the 15 precinct 
police stations located throughout the 
city. The dog ordinance also provides 
that any dog that bites a person must be 
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held for observation for 10 days at 
either the dog pound or a veterinary 
hospital. 

The city dog pound **: ** has six pens 
for male strays and five for female 
strays. It also has 423 individual cages 
for “10-day observation” dogs (dogs 
that have bitten a person), injured ani- 
mals, and dogs showing symptoms sur- 
picious of rabies. At the present time 
there are 31 persons employed at the 
dog pound. Thirty of these are employed 
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as civilian employees of the Detroit 
Police Department and one is a licensed 
graduate veterinarian employed by the 
Detroit Health Department and assigned 
to the dog pound. Seven dog wagons 
are assigned to four general geographic 
areas of the City of Detroit. Each dog 
wagon is manned by two dog catchers, 
instructed to apprehend stray dogs and 
to pick up rabies suspect dogs for the 
10-day period of observation. 

All dogs released to their owners are 


immunized against rabies by the Depart- 
ment of Health veterinarian. During the 
period 1928-1953 a total of 185,227 
dogs were vaccinated at the Detroit 
pound. A dog is released without vac- 
cination if the owner can show evidence 
that the dog has been vaccinated within 
six months prior to its apprehension. 
The various activities of the City of De- 
troit dog pound from 1928-1953 are 
summarized in Table 1. 

The close relationship between total 


Table 2—Reported Incidence, Laboratory Proved Animal Rabies and 
Animal Bites Reported in Detroit 1924—1953 


Human 
Animal Bites Rabies Deaths 
Year Rabid Dogs Rabid Cats Total Reported Reported 
1924 208 2 210 3,812 5 
1925 89 3 92 3,742 1 
1926 83 7 90, 3,003 0 
1927 261 5 266 3,733 2 
1928 458 12 470 3,117 0 
1929 242 0 242 6,813 4 
1930 64 0 64 5,527 0 
1931 12 0 12 6,162 1 
1932 0 0 0 3,399 0 
1933 0 0 0 5,759 0 
1934 3 0 3 5,844 0 
1935 38 0 38 6,355 0 
1936 49 0 49 7,062 0 
1937 181 l 182 9,083 0 
1938 92 0 92 7,945 1 
1939 79 1 80 8,093 1 
1940 73 0 73 Not 0 
1941 32 1 33 Available 0 
1942 31 0 31 6,014 0 
1943 42 0 42 5,692 0 
1944 28 0 28 Not Available 0 
1945 2 0 2 7,496 0 
1946 0 0 0 6,996 0 
1947 15 0 15 7,129 0 
1948 20 0 20 7,086 0 
1949 26 3 29 5,380 0 
1950 53 1 54 5,046 0 
1951 17 0 17 5,492 0 
1952 28 l 29 5,262 0 
1953 9 0 ) 5,097 0 
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reporting of animal bites and total num- 
ber of animals proved rabid may be 
seen by comparing the two curves in 
Figure 1. Following the high incidence 
of animal rabies in 1927 and 1928, re- 
ports of animal bites were high for 
several years. Reporting then dropped 
for several years, during which time 
animal rabies seemed to build up to the 
peak seen in 1937. A lowered reporting 
through the 1941-1948 period again 
built up the animal rabies incidence to 
the 1950 peak. 

Comparison of the data in Table 2 
with the data on number of dogs im- 
pounded (Table 1) illustrates clearly 
the effects of an increase in reported 
animal bites upon the control program 
for stray dogs and points out a possible 
reason for the inverse relationship of 
high reporting of animal bites and low 
incidence of animal rabies. An explo- 
sive outbreak of animal rabies may be 
expected to follow, in a short time, a 
breakdown of reporting of bites or con- 
trol of stray animals. 

Avianized rabies vaccine is a safe 
preparation for the active immunization 
of dogs. In a series of over 7,000 inocu- 
lated dogs only one reaction was noted 
and this was of a temporary nature. 
While there are technical procedural 
details which make the administration of 
the vaccine more time-consuming, the 
active and apparently life-long immunity 
of the drug may make the annual vac- 
cination of dogs unnecessary as is now 
required with phenolized vaccine. To- 
gether with a properly enforced dog 
licensing program, and a program for 
the picking up of stray animals, the use 
of the avianized rabies vaccine offers the 
best available combination for the con- 
trol of rabies in dogs. This program 
for the control of canine rabies, the 
prompt and complete reporting of dog 
bites, together with adequate follow-up 
of the person bitten, as well as of the 
dog, offers the most adequate program 
for the prevention of rabies in man. 


13. 


16. 


17. 


19. 


21. 


24. Willson, R. F., 


- Hagan, W. A., and Bruner, D. W. 


. Koprowski, H., and Cox, H. R. 


. Kligler, J., 


. Dawson, J. R., Jr. 


. Sigurdsson, B. 


. Starr, 


. Koprowski, H., and Black, J. 


. Koprowski, H., and Black, J. 


. Price, 


AUGUST 1955 AMERICAN JOURNAL OF PUBLIC HEALTH 


REFERENCES 
. Mettler, C. C. History of Medicine. Philadelphia, 
Pa.: Blakiston, 1947. 
. Castiglioni, A. A History of Medicine. New York: 


Knopf, 1941. 


. Horack, H. M. Allergy as a Factor in the Develop- 


ment of Reactions to Anti-Rabies Treatment. Am. J. 


Med. Sc. 197 672, 1939. 


. Semple, D. Scient. Mem. Off. Med. and San. Depts., 


Gov.. India, Calcutta ns. No. 44, 1911. Cited by 
W. A. Hagan and D. W. Bruner in The Infectious 
Diseases of Domestic Animals. Ithaca, N. Y.: Com- 
stock Publishing, 1951. 


. Umeno, S., and Doi, Y. Kitasato Arch. exper. Med. 


Cited by W. A. Hagan and D. W. Bruner 
Animals. 


4:89, 1921. 
in The Infectious Diseases of Domestic 
Ithaca, N. Y.: Comstock Publishing, 1951. 
The Infectious 
Diseases A Domestic Animals. Ithaca, N. Y.: 
Comstock Publishing, 1951. 

Studies on Chick 
Embryo Adapted Rabies Virus I. J. Immunol. 
60 533, 1948. 

- Occurrence of Rabies Virus in Blood of 
Developing Chick Embryo. Proc. Soc. Exper. Biol. & 
Med. 68 612, 1948. 

and Bernkopf, H. Cultivation of 
Rabies Virus in Developing Chick Embryo. Nature 
143 899, 1939. 


Infection of Chicks and Chick 
Embryos with Rabies. Science 89:300, 1939. 
Yield of Rabies Virus in Chick 


Embryo. J. Exper. Med. 78:341, 1943. 


. Cox, H. R. Review of Chick-Embryo Adapted Living 


Rabies Virus Vaccines, with Primary Emphasis on 
Use in Dogs. Proc. S3rd Ann. Meet. U. S. Livestock 
Sanitary A., 1949, p. 206. 

Leach, C. N., and Johnson, H. N. Human Rabies, 
with Special Reference to Virus Distribution and 
Titer, Am. J. Trop. Med, 20:335, 1940. 

Koprowski, H. Experimental Studies on Rabies 
Virus. Canad. J. Pub. Health 40:60, 1949. 

L. E.; Stafford, A. L.; and Dye, O. B. 
Progress Report on Avianized Anti-Rabies Vaccination 
Project. Proc. S3rd Ann. Meet. U. S. Livestock 
Sanitary A., 1949, p. 257. 

Cox, H. R. Avianized Rabies Vaccine. Proc. 57th 
Ann. Meet. U. S. Livestock Sanitary A., 1953, p. 305. 
Johason, H. N. Experimental and Field Studies of 
Canine Rabies Vaccination. 49th Ann. Meet. U. 5S. 
Livestock Sanitary A., 1945, p. 99. 

Studies on Chick 
Embryo Adapted Rabies Virus; Duration of Immunity 
in Vaccinated Dogs. Proc. Soc. Exper. Biol. & 
Med. 80 2410-415, 1952. 

Tierkel, E. S.; Kissling, R. E.; Eidson, M.; and 
Habel, K. A Brief Survey and Progress Report of 
Controlled Comparative Experiments in Canine Rabies 
Immunization. Proc. Book Am. Vet. M. A., 1953, 
p. 44. 

Studies on Chick- 
Embryo Adapted Rabies Virus Il. J. Immunol, 
64 :185, 1950. 

Tierkel, E. S., and co-workers. Personal communica- 
tion to Dr. S. E. Park, Lederle Laboratories. Cited 
in pamphlet: A New Approach to the Control of 
Rabies, Lederle Laboratories Division, American 
Cyanamid Company. 

L. W. Personal communication, April 30, 
1954. 


. Willson, R. F. Detroit City Dog Pound. Vet. Med. 


32 1937. 
and Lendzoin, 
Police J. 10:10, 1941. 


A. J. Michigan 


2 
8. 
9 
10 
F 
= 
15 
= 
ig 18 
20 
|__| 


Registration Without Taxation—Denver's 


Approach to Rabies Control 
ROBERT K. ANDERSON, D.V.M., M.P.H., and J. ROBERT CAMERON, 


M.P.H., F.A.P.H.A. 


*— Health departments, faced with a 
rabies outbreak among the dogs in 
a community, have often been com- 
pelled to resort to such emergency meas- 
ures as could hastily be devised under 
pressure. A community that has en- 
demic rabies is faced with the imminent 
possibility of a large canine rabies out- 
break whenever conditions in the animal 
population are favorable. Health de- 
partments seek a method to prevent 
these large outbreaks and to maintain 
a high level of immunization in the 
animal population. Such a program 
must be easy to administer, must be 
economical and must have community 
acceptance and support. 

When, in 1950, the city of Denver ex- 
perienced a wide outbreak of rabies in 
the dog population, a long-range per- 
manent rabies control program based 
on sound public health practices was 
developed. Denver’s rabies control pro- 
gram contains several features which 
do not follow the usual pattern of con- 
ducting mass immunization clinics or 
the requirement of vaccination as a 
prerequisite to payment of a dog license 
fee. Hence, the principles of the Den- 
ver program may be of interest to pub- 
lic health administrators because its 
success is due to its acceptance by an 
informed and educated public and to 
the active participation of the practicing 
veterinarian. 

Like many other communities Den- 
ver’s concern over its rabies problem 
fluctuated in direct proportion to the 
number of cases of animal rabies occur- 
ring in a particular year. Newspaper 


publicity and the anxiety of persons 
bitten by unvaccinated dogs stimulated 
the community’s interest. A review of 
the public health records shows a fluc- 
tuating incidence of canine rabies in 
Colorado, with yearly totals varying 
from none to 120 cases. In the years 
when there was a high incidence of 
rabies in the dog population a hysterical 
population demanded hastily contrived 
control measures. These included mass 
immunization clinics and quarantine of 
dogs. The years in which the incidence 
of canine rabies declined showed a de- 
cline in the interest of both the peopie 
and the health authorities. 

As a result of this fluctuation of in- 
terest, the immunity of the canine popu- 
lation was relatively high immediately 
following an outbreak of rabies. In 
contrast, after several years of disinter- 
est and few vaccinations, the immunity 
of the dog population was low. Under 
these conditions an outbreak became a 
reality whenever a rabid dog was in- 
troduced into the community. A review 
of the record will bear this out. Epi- 
zootics were recorded in Denver and in 
the state of Colorado in 1941-1942, in 
1946-1947, and 1949-1950. Under 
these conditions the Denver Department 
of Health and Hospitals could not main- 
tain a good rabies control program, so 
it was necessary to plan for a continu- 
ing program to maintain immunity at 
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a high level and keep the number of 
susceptible dogs at a minimum in order 
to prevent recurring outbreaks. 

In an estimated population of more 
than 30,000 dogs, only 4,788 were vac- 
cinated against rabies in 1949. History 
then repeated itself. Beginning in 
September three cases of rabies in dogs 
were reported. By February, 1950, 30 
cases had been investigated and the de- 
partment was facing a community which 
was in a state of hysteria. Another crisis 
calling for decisive action was at hand. 
An advisory committee was formed in 
order for the department to receive the 
benefit of the community’s desires and 
support. The membership of this com- 
mittee included representatives of civic 
organizations, dog owners, medical and 
veterinary medical groups, and state and 
local agencies concerned with a control 
program. Although mass immunization 
clinics were an immediate necessity, it 
was evident that such stop-gap measures 
would have to be followed by a compre- 
hensive plan which would preclude the 
repetition of this type of crisis every 
three or four years. 

It soon became obvious that, although 
the community was concerned with the 
immediate hazard of rabies, it could not 
support and accept the cumbersome 
burden of licensure in addition to vac- 
cination as part of the permanent pro- 
gram. A survey of a cross-section of 
dog owners indicated that they resented 
dog licensure and regarded it as an un- 
fair revenue tax burden. To them this 
tax had no relationship to the rabies 
control program. The resistance and 
antagonism of the people toward the 
revenue raising features of the dog 
license was reflected in their lack of co- 
operation. This uncooperative attitude 
existed during the summer of 1950 even 
though the memories of the rabies out- 
break of that spring were still fresh in 
the peoples’ minds. 

This attitude was recognized by a 
far-seeing City Council which accepted 


the principle that rabies control is a 
public health activity which should be 
financed by appropriations from the 
general fund such as other disease con- 
trol programs. The council discon- 
tinued the licensing of dogs in order to 
eliminate the idea that the control of 
rabies was connected with taxation and 
the raising of revenue. 

The Department of Health and Hos- 
pitals proposed a completely new rabies 
control program for Denver which it 
hoped would receive wide community 
acceptance and support because of its 
appeal to the public’s civic and health 
responsibilities and because of the ease 
with which the individual citizen could 
discharge his obligations. 

The program, as enacted into law by 
City Council, follows certain basic pub- 
lic health principles: the maintenance 
of a continuing high level of immuniza- 
tion in the canine population; the reduc- 
tion of the number of nonimmunized 
dogs in the community; the placement 
of a clearly defined responsibility on the 
dog owner; the establishment of a cen- 
tralized register of all immunized dogs 
in the Department of Health and Hos- 
pitals; the coordination, administration, 
and enforcement of the total program by 
the official health agency; the immuniza- 
tion of dogs performed by the private 
practitioner of veterinary medicine; the 
investigation and recording of reported 
dog bites by the Health Department; 
and the dissemination of information 
through the application of public health 
educational methods. 

The program provides that every dog 
must be vaccinated against rabies each 
year during the months of January and 
February. Newly acquired dogs must 
be vaccinated immediately. The vacci- 
nation may be obtained at the office of 
any private practicing veterinarian in 
the Denver metropolitan area through- 
out the year. 

The practicing veterinarian is the key 
figure in the program since he vaccinates 
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the dog and registers it by issuing a vac- 
cination-registration certificate to the 
owner, sending a duplicate of the cer- 
tificate to the central register maintained 
by the department’s veterinary public 
health service. He also affixes the offli- 
cial registration tag to the dog’s collar. 
This service is not paid for by the city, 
the cost being borne by the dog owner. 
The city receives no part of the veteri- 
narian’s fee. This is a “one-stop serv- 
ice” wherein the dog owner completes 
his obligation to the community in the 
office of the veterinarian, has no need 
to visit any municipal agency, and does 
not become encumbered with official 
“red tape.”’ The procedure allows the 
dog owner his freedom to have the vac- 
cination administered by the veteri- 
narian of his choice and preserves the 
relationship of the dog owner with his 
veterinarian. The ease and convenience 
of this entire procedure is the primary 
reason for the extensive participation by 
the public which in turn results in a high 
level of dog immunization. 

An effective stray dog control pro- 
gram is necessary to reduce the number 
of susceptible dogs in the community. 
Such a program must be closely co- 
ordinated with the immunization pro- 
gram in order that all unvaccinated dogs 
may be removed from the population. 

In 1950 it was recommended that the 
coordination of the vaccination and 
stray dog collection programs be placed 
under the supervision of the depart- 
ment’s public health veterinarian. It 
was also recommended that the depart- 
ment put into operation eight dog col- 
lection vehicles and operating personnel. 
This recommendation was based on the 
experiences of other communities whose 
size and rabies problems were compara- 
ble to Denver’s. Although the Depart- 
ment of Health and Hospitals recognized 
the need for an increase in stray dog 
collection, it was obligated to stay within 
the limits of a reasonable budget. The 
immediate increase from an ineffective 


stray dog collection program (employ- 
ing one collection truck and one dog 
catcher) to eight vehicles together with 
personnel to operate them seemed im- 
possible to “sell,” even to an aroused 
community. In view of this fact, it 
seemed wise to focus attention on the 
vaccination of the nonimmunized dogs 
and to proceed with a limited stray dog 
collection program. Upon the recom- 
mendation of the department, the City 
Council appropriated funds for the op- 
eration of four-dog collection trucks. It 
placed the administration of the stray 
dog collection program and the opera- 
tion of the dog pound under the De- 
partment of Health and Hospitals. The 
council also appropriated money for the 
refurbishing of the dog pound and the 
employment of a pound master and as- 
sistant pound master. 

The number of dog collection vehicles 
was reduced to three during the summer 
of 1952. This reduction was made after 
reviewing the favorable results of the 
immunization program and comparing 
the number of immunized dogs with the 
known dog population. This evaluation 
was possible because of an accurate dog 
census survey which was conducted by 
the Bureau of Business and Social Re- 
search of the University of Denver.” 

Comparison of the number of the 
immunized population with the tot..! dog 
population follows basic public health 
principles advocated for any disease con- 
trol program. Up to this time ratios 
in areas with few vaccinations could 
not be determined and the effectiveness 
of the rabies contre! program was im- 
possible to evaluate. The fallacy of 
using license figures for this purpose is 
evident when one considers that in Den- 
ver 6,234 dogs were licensed annually 
from 1940 to 1950. Estimates of the total 
number of dogs varied from 40,000 to 
60,000, whereas the University of Den- 
ver’s survey revealed that there were 
actually 32,800 dogs in Denver in 1952. 
With this knowledge the department was 
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able to determine the number of vaccina- 
tions necessary to reduce to a minimum 
the possibility of a rabies outbreak. 

The dog census survey utilized census 
tracts as the survey unit. This enabled 
the department to select those areas of 
the city which had the lowest rates of 
vaccination for collection activities and 
the dissemination of public information. 
The ability to concentrate efforts where 
the results would be most effective elimi- 
nated wasted time and effort and re- 
duced costs of operation. By this means 
the department was able to maintain an 
effective stray dog control program for 
about one-third the originally estimated 
expense. 

Denver’s rabies control ordinance 
provides that all unvaccinated dogs shall 
be impounded and held for a period of 
three days unless claimed by the owner. 
At the end of the three day-period, the 
Department of Health and Hospitals is 
authorized to dispose of the dogs 
through adoption by new owners, by 
euthanasia, or by giving them to ap- 
proved institutions for research pur- 
poses. Denver impounds approximately 
4,000 dogs annually. Less than a fifth 
of the dogs impounded are redeemed by 
the owner. This would seem to indicate 
that the majority of people who own 
dogs are assuming responsibility for the 
care of their pets and that the majority 
of impounded dogs are strays. 

Dog bites are reportable to the De- 
partment of Health and Hospitals which 
maintains a 24-hour service for the re- 
cording and investigation of these re- 
ports. There is close cooperation in this 
phase of the program between the pri- 
vate veterinarians, the private physicians, 
and the department in determining the 
type of treatment to be received by per- 
sons who have been bitten. 

The registration of every vaccinated 
dog and the maintenance of a central 
registry in the department is the heart 
of the entire rabies control program. 
This registry provides the information 


used in evaluating the effectiveness of 
the program in each area of the city. 
It also provides information regarding 
the ownership of dogs that have been 
impounded, that have out-dated regis- 
tration tags, or that are involved in bite 
cases. 

The service provided by the registry 
has an appeal to the dog owner and is 
one of the biggest “selling points” of the 
rabies control program. A public service 
feature of the registry enables persons 
who have found a lost dog to call the 
department and through the registration 
number on the vaccination tag locate 
the dog’s owner. The registry shows 
the number of dogs vaccinated at any 
time during the year. It also provides 
a means of comparing the number of 
vaccinated dogs with the total dog popu- 
lation in each census tract in the city. 

Education of people has played an 
important part in the Denver program. 
Because of an informed and coopera- 
tive public, enforcement costs have been 
relatively low. Public information pro- 
grams remind the people to have their 
dogs vaccinated against rabies at the be- 
ginning of each year. They also inform 
new dog owners concerning the value of 
vaccination. Radio, press, and televi- 
sion are extremely cooperative in the 
dissemination of information concern- 
ing rabies control activities through 
special programs, newscasts, and spot 
announcements. Radio and television 
stations have presented a number of one- 
half hour programs and special inter- 
views. The newspapers have published 
eye-catching photographs, news releases, 
and feature articles. 

Appeals to children have been ex- 
tremely productive. An attractive ex- 
hibit is used with great effect in schools 
located in areas where the number of 
vaccinations are low. The Denver Pub- 
lic School Department encourages each 
child to have his dog vaccinated. This 
is accomplished by use of classroom dis- 
cussion and special classroom projects, 
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such as posters and exhibits. This pro- 
gram in the schools is probably the most 
effective single method employed to ob- 
tain the peoples’ cooperation in the 
rabies control program. 

A disease control program must be 
judged by the results obtained over 
several years’ experience. As mentioned, 
it had been determined that the total 
dog population was 32,800. Using this 
figure it was possible to determine the 
number of dogs vaccinated and to com- 


inaugurated in 1950 there has been a 
constant increase in the number of dogs 
vaccinated each year. 

Many people assumed that the num- 
ber of vaccinations would decrease as 
the people became apathetic and their 
fears of a rabies outbreak lessened. This 
has not been true in Denver. Even 
though there has not been a case of 
rabies reported since 1950, the people 
have continued to have their dogs vac- 
cinated in increasing numbers as shown 
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Figure 1—Number of Dogs Licensed and Vaccinated from 1940 Through 1949, and 
Number of Dogs Registered and Vaccinated from 1950 Through 1954 


pare the new vaccination-registration 
program with the old licensing program. 
Figure 1 shows a comparison between 
the number of dogs licensed from 1940 
through 1949 and the number of dogs 
registered and vaccinated from 1950 
through 1954. 

Two important conclusions may be 
reached. There is a marked difference 
between the average 6,234 dogs vacci- 
nated each year under the old licensing 
program as compared with an average 
of 28,657 dogs registered and vaccinated 
each year from 1950 through 1954. 
From the time the new program was 


in Figure 1. This is an unusual situa- 
tion which does not follow the pattern 
of Denver’s former experience under the 
old licensing program. This fact justi- 
fies the vaccination-registration program 
as a public health approach to the con- 
trol of rabies. 

Even with this high level of immunity, 
an occasional case of canine rabies may 
occur in the community since every dog 
is not vaccinated. Zeissig and Korns’s* 
work in New York State showed that by 
immunizing 70-80 per cent of the dogs 
in a community, epidemics of rabies 
could be stopped and future epidemics 


1940 5588 
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1946 6534 
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prevented if that level of immunization 
was maintained. Denver has used 
these findings to establish a standard 
for evaluating its program. 


Summary 


Denver’s rabies control program may 
be of interest to the public health ad- 
ministrator because of the features 
which are different from the rabies con- 
trol activities found in many com- 
munities. 

After nearly five years’ experience 
with the program, there has been op- 
portunity for evaluation of its effective- 
ness in the community. This program 
is of particular value because it is 
readily accepted by an informed and 
educated public and has received the 
support of the community. 

The program has resulted in a con- 
tinuing high percentage of vaccinated 
dogs for a period of four years. A four- 
fold increase in the number of dogs vac- 
cinated has resulted. From 1940-1949, 
an average of 6,234 dogs were vac- 
cinated each year as compared with an 
average of 28,657 under the new regis- 
tration-vaccination program from 1950 
to 1954. 

The control of rabies in Denver uti- 
lizes public health epidemiologic prin- 
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ciples. Vaccination-registration activi- 
ties are not confused with the licensing 
of dogs and taxatien for revenue pur- 
poses. The program appeals to the dog 
owner because of its simplicity and the 
ease with which his pet may be vac- 
cinated at the office of his private 
veterinarian. 

One of the chief reasons for the suc- 
cess of the program is the cooperation 
and active participation of the practic- 
ing veterinarian. The practicing physi- 
cian is also a key figure in the promotion 
of the program. 

Adequate statistics are gathered to 
provide the basis for a sound epidemio- 
logic approach to the problem. This 
includes the compilation of an accurate 
dog census and the registration of vac- 
cinated dogs. These data are used in a 
continuous evaluation of the effective- 
ness of the program. 

It is felt that this activity has resulted 
in a rabies control program which is 
based on accepted public health prac- 
tices and which is easy and economical 
to administer. 


REFERENCES 


1. Korns, Robert F., and Zeissig, A. Dog, Fox, and 


Cattle Rabies in New York State. A.J.P.H. 38 50-4, 
1948. 

2. Official report made to Department of Health and 
Hospitals, City of Denver. A Sample Study of Some 
Characteristics of the Dog Population in the City and 

(Unpublished.) 


County of Denver, Summer of 1952. 


Ee > 
{ 
| 

ae 

ae 
( 


Administrative Practice in Relation to the 
Quality of Medical Care Provided Under 
the Ontario Workmen's 


Compensation Board 


B. H. G. CURRY, M.D., F.R.C.S.(C); JOHN E. F. HASTINGS, M.D., D.P.H.; 
G. H. M. HATCHER, M.D., D.P.H., F.A.P.H.A.; and 


MARY A. ROSS, Ph.D., F.A.P.H.A. 


Described here is the pioneering 
program that has been followed 
throughout Canada, and has im- 
proved the quality of care given the 
injured workman to the point that 
it is often better than that available 
to the general population. It has 
helped to raise the standard of all 
rehabilitation services. 


*} The extensive recent bibliography on 
the quality of medical care’ is related 
largely to specific medical care pro- 
grams. The contribution to quality of 
care by the organization, benefit struc- 
ture, and administrative practices of a 
given program are, however, secondary 
to certain more universal determinants 
of quality. Among these is the char- 
acter of the personnel providing the 
medical services. This can be assessed 
to some extent by reviewing medical 
education, medical licensing require- 
ments, duration and nature of post- 
graduate training—both formal training 
and refresher courses. Attention may 
be directed also to the caliber of the 
physician apart from his technical skills 
—conscientiousness and persona! in- 
tegrity, defined as “concern for his 
patient” or “patient-doctor relationship.” 
Methods of remuneration, conditions of 


work, and certain other administrative 
considerations that may affect the phy- 
sician’s conscientiousness may be evalu- 
ated also. 

In addition to these country-wide fac- 
tors certain local ones may have even 
nore influence. Principal among these 
is the control over certain aspects of 
hospital medical practice, particularly 
in surgery and obstetrics, that may be 
exercised by an organized hospital medi- 
cal staff. Regulations and standards 
embodied in hospital by-laws, recom- 
mendations of departments of health or 
voluntary associations, such as the 
American College of Surgeons or the 
Joint Commission on Hospital Accred- 
itation, assist the local hospitai staff in 
improving the quality of medical care 


Dr. Curry is chief medical officer, Ortario 
Workmen’s Compensation Board, Toronto. Dr. 
Hastings is research fellow and Dr. Hatcher 
is assistant professor, Department of Public 
Health Administration, School of Hygiene, 
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This paper was presented before a Joint 
Session of the Industrial Hygiene and Medical 
Care Sections of the American Public Health 
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where they are so minded. Here, also, 
the influence of group practice clinics 
and of medical faculties on their teach- 
ing hospital staffs should be noted. 

The comprehensiveness of the medi- 
cal and health benefits available to the 
patient under a given medical care pro- 
gram will affect the relationship be- 
tween the physician and the hospital, 
consultant, and other health services at 
his disposal, perhaps as much as the 
extent of availability of these ancillary 
services in the community. Finally, 
there are factors in the organization and 
administrative practices of the specific 
program which may be specifically de- 
signed to encourage good quality of 
medical care. 


Medical Aid Under the Ontario Work- 
men's Compensation Board, General 
Provisions of the Act ? 


Commencing in 1915, Ontario, the 
most highly industrialized Canadian 
province, with approximately one-third 
of the present total population of 
15,000,000 in Canada, pioneered a 
radical new approach to provision for 
injured workmen in an industrial soci- 
ety. Following a study of workmen’s 
compensation legislation abroad, by the 
then chief justice of the province, the 
provincial legislature passed an act hav- 
ing as its objective financial compensa- 
tion to injured workmen without re- 
course to litigation and with the most 
rapid and economical administration 
possible. In 1917 medical aid limited to 
one month was added. In 1919 medical 
aid was extended on an unlimited basis 
and in 1920 artificial appliances were 
allowed. 

Ontario’s experience with a nonlegal- 
istic comprehensive workmen’s compen- 
sation program, which excludes both 
the law courts and private insurance 
carriers, has been so successful and so 
satisfactory to employers, workmen, the 


medical profession, and the government 
that it has been adopted by every other 
Canadian province. 

The Ontario Workmen’s Compensa- 
tion Act establishes a provincial govern- 
ment commission of three appointed 
members as the sole judicial and admin- 
istrative authority for collecting pre- 
miums or assessment from employers, 
adjudicating claims and paying benefits 
to injured workmen, and providing com- 
plete medical care, including rehabilita- 
tion. 

The board at present consists of a 
former employer as chairman, a former 
trade union official as vice-chairman, 
and a former physician with the backing 
of organized medicine as the third com- 
missioner. There is no appeal to law 
courts of decisions of the board which 
is not bound by precedent or other legal 
procedure in its decisions. “Average 
justice humanely rendered” has replaced 
legal precedent. The board has no incen- 
tive and employers have no power to dis- 
allow claims or limit benefits because of 
cost. The workman is given every assist- 
ance in presenting his case. He has no 
need of legal counsel and appeals of ad- 
ministrative decisions to the board itself 
are rare. 

The program is not directly subsi- 
dized by the province—the complete 
costs being obtained from annual assess- 
ments on employers by the board. The 
employers are usually grouped and the 
accident rate with the accompanying 
medical care and compensation costs 
for that group of industries for the pre- 
vious year establishes its rate for the 
next year. A few large industries are 
in classes by themselves and their rates 
are established by their own experience 
alone. It is contrary to law for the 
injured or industrially ill workman to 
pay any part of his employer’s assess- 
ment or his own medical care or com- 
pensation costs. 


This type of workmen’s compensation 
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has established an important principle 
in Canadian social policy, namely, that 
comprehensive medical care for the in- 
jured workman and adequate financial 
provision for himself and his family are 
given without a means test as a first 
charge on the cost of production. This 
cost is, of course, handed on to the 
consumer in the price of the article. 
Comprehensive Benefits and Coverage 
—The scale of benefits is in part laid 
down in the act and in part is dependent 
on administrative policy of the board. 
A comparison with other jurisdictions 
will show that these benefits are among 
the most generous of any North Amer- 
ican compensation program,* and yet 
the total cost to the employers is one of 
the lowest, because no money is wasted 
on litigation or insurance company ad- 
ministrative costs and dividends.+ How- 
ever, that is not the subject of the paper. 
Compensation for temporary disabil- 
ity is paid from the first day of dis- 
ability if the illness results in loss of full 
earning capacity for five calendar days. 
It is based on three-quarters of the 
average earnings (up to a maximum 
reached only by about 10 per cent of 
Ontario workmen). There is also a 
minimum (below which up to 100 per 
cent of prior earnings must be paid) .t 
Permanent disability pensions are based 
on the same fraction of previous 
earnings, with the percentage per- 
manent disability established by the 
board following examination by medical 
officers of the board. The permanent dis- 
ability pension, once established, is for 
life, and is not reduced regardless of 


*In 1952 Ontario paid 75 per cent of 
maximum earnings up te $4,000 a year or 
$57.69 a week for total disability from the 
first day of the accident as a lifetime pension 
or as long as the disability lasted. 

+ Eighty-nine cents of every $1 collected 
by the board is spent on payments 
or medical benefits to workmen. The usual 
estimate for the United States is only 46 
cents.® 


t $15.00 per week. 


the future earnings of the employee as 
long as his physical condition is station- 
ary. Compensation is paid according 
to the law, regardless of the delinquency 
of an employer in not Laving his em- 
ployees covered and regardless of dura- 
tion and total cost of the benefits, 
except in nonserious cases where seri- 
ous and willful misconduct by the 
employee causes the accident. Survi- 
vors’ benefits include provision for the 
children until they are of age or have 
completed higher education if they qual- 
ify for it. The coverage is complete 
with respect to industries in the province, 
only domestic service, agriculture, and 
retail stores not being compulsorily cov- 
ered, and the latter two may be covered 
on a voluntary basis. 

Medical Care—Provided through the 
licensed medical practitioners through- 
out the province, care is provided for all 
industrial accidents and illnesses re- 
gardless of their duration. The physi- 
cian, the employer, and the employee 
each submits a notification of accident 
to the board. The physician submits 
his accounts and details of care to the 
board on appropriate forms and is paid 
according to a fee-for-service schedule 
approximately the same as the minimum 
recommended by the provincial Medical 
Association. Payments to hospitals, 
dentists, and other health personnel are 
made according to payment schedules 
agreed upon with the board. 

The board maintains a small staff of 
physicians and surgeons who administer 
the medical aspects of the program and 
assist in the adjudication of claims. It 
also pays the costs of maintaining wards 
in several hospitals in a large university 
medical center where problem cases may 
be brought for assessment and treatment. 
A special medical rehabilitation center 
with 518 beds is operated for 190 hospi- 
tal and 328 ambulatory cases with spe- 
cific types of disability where physical 
medicine and work trials may be carried 
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out. Remedial surgery and other aspects 
of rehabilitation that can be carried out 
best in a general hospital are undertaken 
there rather than in the Rehabilitation 
Centre which generally deals with the 
patients after such treatment. 
Administrative Practice and the Qual- 
ity of Medical Care—From the outset 
the Compensation Board has realized 
that medical care of good quality is the 
least expensive medical care. The act 
gives the board complete authority to 
direct the patient to the physician it 
thinks best qualified to treat him and to 
supervise the medical care given. It is 
the general policy to let the patient 
choose his own physician. In practice 
his decision will be influenced by the 
provision his employer has made for 
emergency medical aid under the act 
and for other industrial medical services. 
The workman is not obliged to go to the 
plant doctor, but may choose any quali- 
fied physician in the province. Thus, 
the quality of medical care for most 
minor conditions, and in the initial 
stages of even the major ones, is that 
available in the general community and 
is subject to the general factors dis- 
cussed at the beginning of the paper. 
There are, however, one or two pos- 
sible differences between the quality of 
care available to the injured workman 
and to persons with similar illnesses not 
covered by workmen’s compensation. 
First, the care is available to the patient 
without cost, but at a rate of remunera- 
tion to the physician which does not 
leave him dissatisfied with looking after 
compensation cases. Throughout the 
administration the pressure is on the 
injured workman and his employer to 
seek the medical care that is needed for 
an industrial illness or accident. 
Second, the physician works with the 
knowledge that his diagnosis and treat- 
ment are being reported to the board 
and may be reviewed by other competent 
physicians. The medical officers of the 


board soon come to know the capabili- 
ties and limitations of the physicians 
and surgeons practicing in every On- 
tario community. The chief medical 
officer is a qualified specialist in ortho- 
pedic surgery, and other qualified spe- 
cialists serve as medical officers or 
consultants to the board. If a physician 
is not certain the board will accept his 
ability to undertake extensive or highly 
specialized treatment for a given case, 
he may telephone the chief medical offi- 
cer directly at the board’s expense, or, if 
the case is not urgent, he may request 
authorization to undertaxe the care him- 
self. When it is felt necessary to trans- 
fer the medical care of a patient from 
one surgeon to another who is more 
highly trained, the first surgeon has 
frequently arrived at that conclusion 
himself. 

One administrative device of great 
assistance to the Medical Department of 
the board is the review of x-rays of all 
cases of fracture or suspected fracture 
by the board radiologist within 14 days 
of the injury. AP and lateral films (and 
others if indicated) are required before 
and after reduction of the fracture. The 
loophole in this control procedure is 
obvious—the original film may be with- 
held and sent in with the postreduction 
films. Perhaps it is a measure of the 
success of the board’s administration 
that this delay rarely leads to bad re- 
sults for the patient. A physician occa- 
sionally will undertake procedures be- 
yond his competence and have a poor 
initial result, but the matter is reviewed 
when his films are finally sent in. He 
rarely makes the same mistake twice. 

The Ontario workmen’s compensation 
program meets the criteria for quantita- 
tive adequacy listed in the American 
Public Health Association’s statement in 
1949 * to the greatest extent possible for 
a program that is limited to the medical 
care of injured or industrially disabled 
workmen. It meets the components of 
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quantitative adequacy as fully as is pos- 
sible for a program that does not at- 
tempt to reorganize the private practice 
of medicine or the administration of 
general hospitals. 

Finally, the quality of medical care 
may best be judged by its end results. 
The principal objective of the Ontario 
Workmen’s Compensaiicn Board and of 
the other Canadian jurisdictions, is that 
the sick or injured workman be re- 
turned to useful employment as soon as 
possible with as little permanent disabil- 
ity as possible. 

Rehabilitation—The most important 
contribution of these programs to the 
quality of medical care in Canada 
probably has been in the field of re- 
habilitation. Both in the remedial 
surgery provided for the patients in 
general hospitals, and, more recently, the 
care in centers for physical medicine 
and medical rehabilitation, they have 
pioneered services of a quality higher 
than that available to the general 
civilian population. The patient is able 
to work a regular six-hour day under 
conditions simulating those of his actual 
job (e.g., laying railroad track) before 
he is discharged to full employment. 
Another feature is that of establishing 
regular work, eating, and recreation 
habits. 

Provision for retraining and job 
placement vf injured workmen with 
permanent disabilities is almost un- 
limited. The Ontario Workmen’s Com- 
pensation Board has a separate Rehabil- 
itation Department apart from the 
Medical Rehabilitation Centre. This 
department deals with a much larger 
group than those requiring care at 
the Medical Rehabilitation Centre, 
and its rehabilitation officers are as- 
signed to regions throughout the 
province. The cases most likely to re- 
quire this kind of rehabilitation are 
selected either because of the extent of 


expected permanent disability (exceed- 
ing 15 per cent of total body function) 
or because of certain other factors such 
as tendency to recurrence. They are given 
a casework service which includes inter- 
views with the injured workman as soon 
as possible after his accident (often in 
hospital prior to major surgery) and 
visits to employers, educational institu- 
tions, and other vocational retraining or 
placement agencies throughout the 
province. Some rehabilitation officers 
are also members of the rehabilitation 
teams at the Medical Rehabilitation 
Centre. About half the board’s rehabili- 
tation officers are trained medical social 
workers and the rest have had previous 
practical rehabilitation experience. 


Summary 


For nearly forty years comprehensive 
medical care has been provided for 
workmen’s compensation patients by the 
private medical practitioners of Can- 
ada’s largest province on a fee-for- 
service basis under the supervision of 
a government commission. The law 
courts and private insurance carriers 
have been excluded from the administra- 
tion. 

The program is strongly supported by 


employers, workmen, and organized - 


medicine and has been adopted by every 
other Canadian province. 

The benefits are more generous and 
the costs to employers less than in most 
American jurisdictions. There is no 
direct cost to the workman or to the 
taxpayer under this program. 
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Appenpix A 


Comparison of Basic Assessment Rates,* 1953 
(Ontario, New York, and Michigan) 


Industry New York Michigan Ontario 
Fabrication of structural 
iron and steel $ 7.30 $ 2.01 $0.95 
Lumbering 23.00 15.72 5.00 


Manufacture of 
TV Sets 1.50 1.48 0.30 


* All rates per $100 of payroll and, of course, in the United States definite limits 
on policy and loadings for extra hazards 


Ontario 


Number of Claims for Work Injuries 
Settled During 1953 


Medical Temporary Permanent 
Aid Only Disability Disability Death Total 
143,467 55,992 2,198 319 201,976 


Total Benefits Awarded, 1953 = $31,679,314.78 


“The average citizen gave 30 cents to combat poliomyelitis last year, 15 cents 
to fight tuberculosis, 14 cents toward cancer eradication, 8 cents to the campaign 
against heart disease and 1144 cents to combat multiple sclerosis. The voluntary 
public health agencies devoted to the combating of special diseases receive from the 
public at least $130 million a year. Is it unreasonable to ask that consideration be 
“f given to assigning a portion of those sums to the basic support of the medical schools 
and like institutions that contribute so greatly in providing these agencies with their 
lifesaving ideas and with their professional personnel?” 


(Excerpt from the Journal of Medical Education, 30, 7:413 (July), 1955.) 
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Counteracting Communism Through 
Foreign Assistance Programs 


in Public Health 


JOHN A. LOGAN, D.Sc., F.A.P.H.A. 


“Never before in the history of the 
human race has the world been 
faced with more threatening up- 
heavals, and perhaps never before 
was more earnest thought and ef- 
fort given to theories and experi- 
ments in social reconstruction that 
might bring well-being to _ the 
masses of humanity.” The Antig- 
onish Movement 


% The world has become involved in 
the cold war between freedom and com- 
munism and each latest development is 
followed with international interest. 
Behind the drama, the fears, and the 
confusion which characterize this con- 
flict an even more relentless strugyle is 
taking place—the rivalry for leadership 
in the development of the backward areas 
of the world. While economic and so- 
cial development and technical assist- 
ance do not appear to have the same 
immediate urgency as war, there is a 
growing realization that winning wars 
is not enough and that, in the long run, 
success or failure in development may 
be more important than winning the 
revolutions and diplomatic engagements 
which now dominate the headlines. 
There is a need, therefore, to devote the 
same drive and resourcefulness to de- 
velopment that is now being expended 
on war and the preparation for war. 
Because public health is the keystone of 
development, health workers have both 
an interest and an obligation in this 
matter whose importance cannot be over- 
emphasized. 


According to the Department of Social 
Affairs of the United Nations, “more 
than half the population of the world 
is living at levels which deny them a 
reasonable freedom from preventable 
disease; a diet adequate to physical 
well-being; a dwelling that meets basic 
human needs; the education necessary 
for improvement and development; and 
conditions of work that are technically 
efficient, economically rewarding and 
socially satisfactory.”' While these 
people live for the most part in the 
tropics, it is recognized that their plight 
is a world problem and that what is 
bad for one part of the world is bad for 
the world as a whole. Now, thanks to 
modern science, it is possible to do some- 
thing practical about this situation; to 
“think of the welfare of the whole hu- 
man race as a practical objective.” ! 
The challenge inherent in this situation 
has appealed to both the people and the 
Government of the United States and, 
as a result, this country has assumed 
leadership in a world-wide program of 
development in the underdeveloped 
areas, 

While any objective as humanitarian 
as the raising of living standards should 
be above politics, it is increasingly diffi- 
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cult to separate development from politi- 
cal considerations. To the majority of 
the peoples of the backward areas the 
difference between communism and 
democracy is largely academic; the im- 
portant matters are sickness, hunger, 
poverty, and ignorance. The commu- 
nists, however, approach development 
from a strictly political point of view. 
To them an increased standard of liv- 
ing and politics are inseparable, and 
they have a stock mixture of philosophy, 
politics, and development which they 
promise as the solution to all of the 
problems of the backward areas. This 
immediately puts development on a 
political basis. As we do not have the 
same unity as the communists with re- 
gard to politics, our success or failure 
must be measured (for the present at 
least) in the concrete terms of economic 
and social progress. 

Although many of the technics of de- 
velopment are still experimental and al- 
though large-scale foreign operations is 
a new field to the United States, a con- 
siderable success has already been 
achieved, much of it in the public health 
field. Health and sanitation programs 
of the Office of Inter-American Affairs 
in South America, malaria control in 
Sardinia and on the Italian mainland, 
malaria control in Greece, the introduc- 
tion of new industrial technics in France 
and Italy, and the rehabilitation pro- 
gram in Formosa are good examples. 
These successes have not, however, 
brought about the general improvements 
in living conditions that were visualized. 
There also have been a number of fail- 
ures and many unforseen difficulties. 
Because of the importance of technical 
assistance and development the reasons 
for these difficulties and failures should 
be examined. 

The first and most obvious fact is 
that development is a complicated proc- 
ess; it is made up of social, economic, 
and technical factors and these are in- 
terdependent. The technical factors 
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such as health, agriculture, education, 
power, and communications are also 
interdependent, and it is very unusual 
if a development program can achieve 
more than temporary success if it is 
based on one of these factors alone. 
What is needed first of all, therefore, is 
an over-all philosophy or plan of de- 
velopment. This is necessary not only 
to establish ultimate objectives, but also 
to place individual problems and indi- 
vidual specialists in their proper per- 
spective. It has been found that the 
plan must cover a sufficiently large area 
to be self-contained (regional), and 
should be based on a rational analysis 
of the area, its available resources (in- 
cluding population), its problems, and 
its opportunities. 

The over-all plan is normally made up 
of a series of separate technical pro- 
grams. These individual programs must, 
however, be integrated with the over- 
all plan and their scale and priority 
determined by this plan. Significant 
improvements in living conditions 
cannot be obtained by individual, 
unrelated programs. While development 
may depend on the solution of certain 
key problems, and while it may be neces- 
sary to concentrate temporarily on these, 
no major improvement can be made in 
any single field, whether health, agricul- 
ture, or education, unless there is a 
general improvement in social and 
economic standards. 

While regional and detailed technical 
plans are necessary, final success de- 
pends on successful field operations, the 
“infantry” of development. These have 
usually consisted of a series of inde- 
pendent programs in such fields as 
health, education, and agriculture, each 
staffed by specialist employees. This 
latter factor has placed definite limits 
on the scope of these programs. Because 
of limited funds, shortages of trained 
staff, and overlapping and conflicting 
programs, development has usually been 
limited to the vicinity of administrative 
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centers. This has left large sections of 
the populace outside of the scope of 
development, and more important, there 
has usually been little effort made to 
obtain the understanding and coopera- 
tion of the people, either within or out- 
side of the area of operations. By over- 
emphasizing the importance of the 
technical aspect, development has not 
been sufficiently broad and has neglected 
the sociologic aspect. 

Foreign aid programs, therefore, 
while they may have been technically 
sound, have often failed to achieve the 
desired results because of the lack of an 
over-all plan and a failure to appreci- 
ate the need for cooperation in the broad 
aspects of development at the commu- 
nity level. We may be uncomfortably 
close to losing world leadership in the 
practical application of technology in 
the undeveloped areas because of these 
factors. 

United States know-how in the field 
of regional planning has, however, been 
amply demonstrated by such projects as 
the TVA; its use in the underdeveloped 
areas depends primarily on a policy de- 
cision by the administrative authorities 
concerned. Multipurpose community 
improvement—community development 
—is not, however, so familiar in the 
United States. As this technic is vital 
to the success of our overseas program 
and is of particular interest to public 
health officials, its theory and practice 
should be more fully understood. 

Community development, according 
to Belshaw and Grant, represents “the 
most significant approach to rural better- 
ment—in modern times.” ? It has been 
defined as a movement “to secure the 
active cooperation of the people of each 
community in programs designed to 
raise standards of living and to promote 
development in all of its forms. Its 
essence is the intensification of develop- 
ment plans by the application of new 
techniques; its main novel feature is the 


great emphasis which it places on the 
encouragement of popular initiative.” * 

While this is not a radically new con- 
cept, community development, in_ its 
modern form was evolved by trial and 
error from the Chinese Mass Education 
Movement in the 1930's, when it was 
found that the departmental approach 
did not adequately meet the frontier 
needs of China’s undeveloped areas. The 
mass education movement led to an in- 
terest in good agricultural and health 
practices and this in turn to the setting 
up of the Rockefeller Foundation- 
financed Rural Reconstruction Program, 
established in 1935.4 Although the 
Japanese war sharply curtailed the ac- 
tivities of this program in 1939, suffi- 
cient experience was gained to establish 
basic principles: (1) the need for re- 
gionalization, the incorporation of 
groups of communities within a rational 
administrative unit; (2) the necessity 
for community or village committees 
and voluntary workers as the basis of 
the self-help movement; and (3) the 
need for a multipurpose approach. 
While an important objective of de- 
velopment was self-sufficiency in food 
production, it is now recognized “that 
increased agriculture production . . . 
cannot be brought about on any scale 
unless the twin obstacles of disease and 
ignorance are simultaneously attacked.” ? 
(4) The necessity of providing priori- 
ties with regard to the objectives of 
development, usually beginning with the 
satisfaction of “felt” needs; and (5) 
the necessity for the removal of the 
economic and social obstacles to de- 
velopment, including such factors as 
cultural prejudice, land tenure systems, 
etc. Based on these principles there has 
been, since the war, a remarkable growth 
in the development of the self-help idea, 
particularly in India, Ceylon, and parts 
of Africa. 

One of the unfortunate reactions to 
conventional developmental programs 
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has been the increasing tendency to 
rely more and more on government to 
take care of community needs in terms 
of health, education, and communica- 
tions. But the limitations of govern- 
ment finance and of trained staff limit 
the extent to which social services can 
be extended, for it is becoming more and 
more evident that if the people of the 
backward areas want modern health 
services, modern educational facilities 
and modern agriculture, they will have 
to provide a good deal of the work in- 
volved themselves. The active partici- 
pation of local people in their own bet- 
terment not only alters the attitude 
toward development from that of an 
imported foreign procedure to some- 
thing understood and appreciated, but 
it directly utilizes one of the most im- 
portant capital resources of the under- 
developed areas, the productive capacity 
of the population. 

As health and sanitation usually have 
a high priority among the felt needs of 
any community, the cooperation of 
health departments is essential to the 
success of community development. The 
willingness of health officials to co- 
operate and work with nonprofessional 
groups and to accept, where necessary, 
leadership in the broad field of develop- 
ment is one of the key factors in the 
future success of our overseas develop- 
ment program. This is of particular 
importance to the public health en- 
gineer. As a member of the health team 
he has an important contribution to 
make with regard to environmental 
sanitation, a field which has a high 
priority in underdeveloped areas. En- 
gineering training gives the engineer 
special competence in the collection and 
evaluation of data, and he can often 
serve as an impartial arbiter in estab- 
lishing objectives and the relative im- 
portance of the various methods pro- 
posed for achieving these objectives. 
Engineers also have a traditional inter- 
est in the control and utilization of the 


environment, and these in underdevel- 
oped areas are often the most important 
factors in development. 

Community development should not, 
therefore, be looked upon as a special- 
ized branch of education having mass 
literacy as its major objective. It is 
one of the fundamental technics of de- 
velopment, and whether administered by 
the Department of Education, a special 
Department of Community Development, 
or as a part of one of the other branches 
of government, it should provide, at the 
village level, an integration of all depart- 
mental interests. 

In a country as large and self-con- 
tained as the United States, international 
problems are usually considered as 
academic, and it is difficult to make 
them appear real and urgent. Although 
communism is a matter which affects us 
directly, it is still difficult to visualize 
its importance in countries as far away 
as Burma, the Gold Coast, or Ceylon. 
Modern transport and modern commu- 
nications are, however, increasingly 
emphasizing the fact that this is One 
World, and that our interests are ulti- 
mately and irrevocably linked with all 
of the other countries on the globe. The 
success or failure of our Technical As- 
sistance and Foreign Aid programs is, 
therefore, of very real importance. Pub- 
lic health workers, who have served for 
more than a century as a “social con- 
science” with regard to the improvement 
of health and sanitation in the United 
States, must now apply the same ap- 
proach to the world. In helping to raise 
social and economic standards in the un- 
derdeveloped areas, public health can 
be used to combat communism at its 
most vulnerable point. 


It is later than we think. In many parts of 
the world where depressed and dissatisfied 
people grow in numbers, it is simply a matter 
of who gets there first. We must act now to 
funnel the energies of the people toward 
goals of social betterment or they will surely 
be directed along roads leading to the disinte- 
gration of society as we know it and the 
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destruction of the things which we cherish and Southeast Asia. New York: United Nations 
and would pr e5 Publication, (Dec.) 1953. 
P « 3. Community Development in the United Kingdom 


Dependencies. Document R. 2437. London: Central 
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“Signs of the Health Times" off the Press 


“Signs of the Health Times” in 64 pages condenses what was said at the 1955 
National Health Forum of the National Health Council. The forum on “Forecasting 
America’s Health” sought to erect new guideposts to more effective cooperation 
among the varied health organizations in the country. 

The report summarizes many of the factors thai will affect the health planning 
of the future, such as atomic developments, economic trends, the new miracles of 
medical science, the health manpower situation, the Hoover Commission’s health 
recommendations, the impact of the social sciences on health, and the growing 
problem of chronic illness, among others. 

Roscoe P. Kandle, M.D., deputy commissioner of health of New York City, was 
chairman of the 1955 forum. Theodore G. Klump, M.D., president of Winthrop- 
Stearns and vice-president of the National Health Council, is chairman of the 1956 
forum to be held March 21-22 in New York City. This forum will concern itself 
with chronic illness. 

“Signs of the Health Times” is available from the National Health Council, 1790 
Broadway, New York 19, N. Y.; $1. 


4 


Associations Between Premature Birth and 
Socioeconomic Status 


ROWLAND V. RIDER, Sc.D.; MATTHEW TABACK, Sc.D., F.A.P.H.A.; and 
HILDA KNOBLOCH, M.D., Dr.P.H., F.A.P.H.A. 


Because prematurity remains one 
of the factors that tend to elevate 
neonatal death rates its causes need 
continued study. Is socioeconomic 
status one of them? Statistical diffi- 
culties involved in isolating t 

single factor from among related 
influences are clearly pointed up. 


*— Three characteristics of prematurity 
suggest that the problem should receive 
increasing attention from a preventive 
medical approach. The consistent de- 
cline in infant mortality in the last four 
decades has left a residual problem 
which is highly associated with prema- 
ture birth. Approximately two-thirds 
of infant deaths are estimated to occur 
among premature infants (birth weight 
2,500 gm. or less), whereas such infants 
constitute less than one-tenth of all 
births. Stated otherwise, the risk of 
death during infancy is strongly deter- 
mined by birth weight. The risk ap- 
pears to show little absolute differentia- 
tion for babies in excess of 2,500 gm., 
but increases rapidly as the birth weight 
falls below 2,500 

Second, the cost of initial care of 
the newborn baby is high for the pre- 
mature infant as compared with the in- 
fant whose birth weight exceeds 2,500 
gm. This is due to the more elaborate 
care that the premature requires and to 
the greater duration of hospital care that 
he needs. For example, the average 
number of postnatal hospital days for a 
group of 3,600 hospital births dis- 
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charged alive with birth weight between 
1,500 and 2,000 gm. was 31 days, as 
compared with an estimated average of 
five days for babies in excess of 2,500 
gm. At the very least, then, the cost of 
caring for these babies will be six times 
that of the mature baby.” Finally, there 
is increasing evidence that prematurity 
and associated complications of the 
pregnancy, labor, and delivery of the 
premature are correlated with increased 
risk of retarded mental development, 
neurologic disorder, etc.* 

It would appear as important there- 
fore to devote some of our energies 
toward the prevention of prematurity as 
it is to increase our proficiency in the 
care of the premature infant, which in 
recent years has been the main focus of 
our effort. A logical course of action 
demands an inquiry into some of the 
determinants of prematurity. 

The study of prematurity on a popu- 
lation-wide basis permits one to investi- 
gate the relative importance of a number 
of variables as determinants in this 
problem without the disturbing biases 
which often arise when the universe of 
events under consideration is confined to 
a given hospital experience. Further- 
more, the necessity for considering sev- 
eral variables simultaneously seriously 
impairs the usefulness of carefully se- 
lected samples of small numbers. The 
collection of data relating to prematurity 
on a population basis was made possible 
through the addition of a birth weight 
item to the standard birth certificate em- 
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ployed by most of the registration areas 
in this country. To the extent that birth 
registration is complete—that is, ap- 
proaches 100 per cent—and to the extent 
that the information on birth weight is 
accurate and complete, as indicated by 
the correspondence of entries on the 
birth certificate with those appearing on 
the medical history, the more important 
necessary conditions for an epidemio- 
logic investigation of prematurity are 
satisfied. 

In the city of Baltimore, the birth 
weight item was added to the birth cer- 
tificate in 1949. In the following year, 
1950, all but 1.75 per cent in a total of 
21,383 resident births were reported to 
the Health Department with information 
on birth weight. In 1951 the proportion 
of incomplete returns on birth weight 
had dropped to 0.5 per cent. In a sam- 
ple study of the accuracy of the birth 
weight data comparing the information 
on the birth certificate with that found 
in the hospital history, inaccuracies in 
excess of 500 gm. were so rare as to 
assure us that the information on the 
birth record was with few exceptions 
substantially similar to that recorded at 
the time of the infant’s birth. This 
finding is similar to the results obtained 
in a recent investigation of this subject 
by Oppenheimer in the District of Co- 
lumbia.® The completeness of registra- 
tion of births occurring in Baltimore 
was estimated by the National Office of 
Vital Statistics to be of the order of 99.6 
per cent in 1950. 

One of the useful hypotheses which is 
worth investigating at the current point 
in the epidemiologic study of prema- 
turity is that socioeconomic status is a 
determinant of prematurity. Previous 
work, including a study in Baltimore, 
brought to light a marked difference be- 
tween the races in respect to frequency 
of premature birth. We also have in- 
quired into the variation which takes 
place between birth orders and with 


mothers of various ages. The racial dif- 
ference was found to obtain after the 
white and nonwhite birth distributions 
had been adjusted for maternal age; the 
adjusted prematurity rate for the white 
infants being 7.4 per cent and that for 
Negro infants 11.0. It was thought that 
race differences were essentially socio- 
economically determined. To examine 
this concept, the hypothesis that socio- 
economic status was a determinant of 
prematurity was advanced and the 
necessary design constructed to test this 
hypothesis. 


Methodology 


The births in Baltimore during 1950 
and 1951 to resident mothers constituted 
the basic study group. Plural births 
were excluded as were births for whom 
either one or more of the following fac- 
tors were incomplete: birth weight, age 
of mother, birth order, and street ad- 
dress. The total of births remaining for 
study was 42,277, of whom 27,979 were 
white and 14,298 nonwhite. The infor- 
mation on birth weight was received in 
grams or pounds-ounces on the birth 
certificate. It was then coded into 500 
gm. categories. Age of mother was 
coded into nine age groups and birth 
order information was used directly. The 
socioeconomic status of the mother was 
estimated on the basis of her street ad- 
dress as given on the birth certificate. 
The street address determines the alloca- 
tion to a given census tract. These lat- 
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Table 1—Per cent Distribution of Births by Socioeconomic Tenth 
and Birth Order, Baltimore, Md., 1950-1951 


Birth Order 

Socioeconomic 5 and 
Tenth Total 1 2 3 4 Over 
Total—White 100.0 37.6 31.5 16.2 7.4 7.3 
Highest 100.0 39.7 38.2 15.9 4.1 2.1 
9 100.0 41.8 33.7 14.3 6.3 3.9 

8 100.0 41.3 33.5 15.0 6.1 4.1 

7 100.0 42.0 32.0 16.4 5.3 4.3 

6 100.0 43.7 31.2 14.0 6.4 4.6 

5 100.0 38.6 30.7 16.5 7.4 6.8 

4 100.0 32.6 31.8 18.1 8.9 8.6 

3 100.0 32.7 28.2 17.3 9.9 11.9 

2 100.0 35.2 25.9 16.5 9.1 13.4 
Lowest 100.0 29.8 28.9 17.3 10.8 13.2 
Nonwhite 100.0 25.3 23.0 17.9 12.5 21.3 


ter subdivisions of the city, of which 
there are 168, constitute roughly homo- 
geneous socioeconomic areas. They 
were ranked according to median rental 
as determined in the census of 1950 and 
then assembled into 10 deciles so that 
about 10 per cent of the white popula- 
tion falls within each class. Median 
rental is considered a valid index of 


socioeconomic status in view of its rela- 
tively high correlation with average 
number of years of school completed, 
family income, value of one dwelling 
unit structures, and average occupa- 
tional rank. The white births only have 
been classified according to socioeco- 
nomic status because we feel that this 
method of separating economic levels is 


Table 2—Per cent Distribution of Births by Socioeconomic Tenth 
and Age of Mother, Baltimore, Md., 1950-1951 


Age of Mother (Years) 


Socioeconomic Under 20- 25- 30- 35 and 
Tenth Tenth 20 24 29 34 Over 
Total—White 100.0 9.8 32.2 31.0 17.7 9.3 
Highest 100.0 2.9 27.7 38.8 22.0 8.6 
9 100.0 5.1 30.5 31.9 21.4 11.1 
8 100.0 6.9 30.7 33.5 19.5 9.4 
7 100.0 10.0 32.8 31.3 17.2 8.7 
6 100.0 9.2 33.4 31.0 16.5 9.9 
5 100.0 11.9 35.5 27.1 16.7 8.8 
4 100.0 11.2 33.4 30.2 16.2 9.0 
3 100.0 11.9 32.5 31.1 15.4 9.1 
2 100.0 15.9 31.9 26.8 15.9 9.5 
Lowest 100.0 13.8 33.9 27.3 16.0 9.0 
Nonwhite 100.0 24.4 31.8 24.1 12.6 7.1 
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not useful for the Negro population in 
Baltimore. Negro births are shown as 
a total for comparative purposes. The 
index of prematurity employed was the 
ratio: 


Number of births with birthweight 
2,500 gm. or less 


Total number of live births 


In order to eliminate the possible 
effects of variation in maternal age dis- 
tributions and in birth order distribu- 
tion between socioeconomic classes, 
adjusted ratios have been determined 
taking as the standard the maternal age 
and birth order characteristics exhibited 
by the total birth experience. 


x 100 


Results 


The manner in which socioeconomic 
status is associated with two of the char- 
acteristics of the birth experience is 
shown in Tables 1 and 2. Both in respect 
to birth order and maternal age, marxed 
differences are found among the socio- 
economic strata. For instance, the per- 


centage of births in the birth order 
category five and over varies consistently 
from 2.1 per cent in the highest tenth to 
13.2 per cent in the lowest tenth. This 
excess of higher birth orders among the 
lower economic strata when compared 
with the upper economic levels is ac- 
companied by a deficiency in the lower 
birth orders. The age distribution of 
mothers in the lower economic strata is 
weighted more heavily with the younger 
groups (under 20 years) than are those 
of the upper economic levels. These 
differences between the various strata in 
birth order and maternal age could be 
influencing, and possibly contributing 
to, the observed differences between 
socioeconomic tenths in respect to the 
incidence of prematurity, as indicated 
in the studies mentioned previously.® 
Consequently, it will be desirable to use 
some sort of adjustment or control of 
these influences. 

In Table 3 the total number of live 
births and the incidence of premature 
birth is given for each economic tenth. 
Although the prematurity rates do not 


Table 3—Prematurity Ratios by Socioeconomic Tenth 
Baltimore, Md., 1950-1951 


Premature Births 
Number 
Socioeconomic of Per cent Per cent 
Tenth Births Number (Observed) (Adjusted) * 
Total— White 27,979 1,894 6.8 6.8 
Highest 3,447 176 5.1 5.0 
9 2,382 146 6.1 ay 
a 2,814 162 5.8 5.6 
7 2,587 169 6.5 6.6 
6 2,526 169 6.7 7.0 
5 2,704 191 7.1 7.1 
4 2,646 212 8.0 7.9 
3 3,075 240 7.8 7.6 
2 2,735 206 7.5 7.4 
Lowest 3,063 223 7.3 7.6 
Nonwhite 14,298 1,621 11.3 11.4 


* Adjusted for birth order and age of mother 


q 

| 


1026 


AUGUST 1955 AMERICAN JOURNAL OF PUBLIC HEALTH 


Table 4—Prematurity Ratios by Socioeconomic Fifth 
and Birth Order, Baltimore, Md., 1950-1951 


Socioeconomic 
Fifth 


Birth Order 


Total—White 


Highest 
4 


3 
2 
Lowest 


Nonwhite 


increase uniformly with the decline in 
socioeconomic rank, the trend is quite 
evident that prematurity is inversely 
related to economic status.* As men- 
tioned previously it might be argued 
that differences in maternal age and 
birth order account for such differences. 
We have therefore adjusted for these 
variables as follows. For each economic 
tenth prematurity ratios were computed 
specific for the cells of the matrix shown 
below. 


Birth Order (c) 


Age Mother (r) 
(Years) 1 2 3 4 and Over 


Under 20 
20-24 
25-29 
30-34 
35+ 


These ratios have been weighted in a 
constant manner, the relative weights 
being obtained by distributing the total 
birth experience in a similar r x c table. 
The results of this computation are 
shown in the column of Table 3 headed 
Premature Births, Per cent (Adjusted). 


*The incidence of prematurity in the 
highest fifth of the socioeconomic scale has 
been compared with the incidence in the low- 
est fifth by the usual significance test for dif- 
ferences in proportions. {t > 2, P < .01} 


It may be noted that the between strata 
differences are not affected in a signifi- 
cant manner; if anything, the trend is 
made more apparent. Moreover, by this 
operation we obtain an impression of 
socioeconomic differences in respect to 
prematurity which is independent of 
maternal age and birth order. The ad- 
justed ratios run from 5.0 per cent in 
the highest stratum to 7.6 per cent in the 
lowest stratum, with apparently little 
differentiation among the lower four 
strata. 

Although we feel that a definite cor- 
relation between socioeconomic level 
and incidence of prematurity has been 
demonstrated, one must proceed to em- 
phasize that the relationship is not 
simple. The socioeconomic differential 
in prematurity does not hold equally 
throughout the entire birth experience. 
In Table 4, for example, prematurity 
ratios are presented by birth order ac- 
cording to economic fifths. If consist- 
ency of the trend and the significance of 
the difference between upper fifth and 
lower fifth values are used as the criteria 
of significance, then it may be seen that 
first order births present a clear trend in 
support of the association of prematurity 
with socioeconomic class, but that the 
differentiation of the economic groups 
becomes less definite with the higher 
birth orders. 


4 

Total 2 3 4 5+ 

6.8 7.1 5.9 6.7 8.0 7.4 
5.5 5.6 5.2 5.6 6.8 6.8 | 
ae 6.1 6.9 5.5 4.5 8.4 6.7 4 
& 6.9 7.0 6.2 7.3 8.3 6.3 | 
i 7.2 8.2 6.7 8.4 8.3 9.1 
as 7.4 8.4 6.2 7.6 7.8 6.9 | 
a a 11.3 14.6 11.8 10.9 8.9 8.8 

| 


PREMATURITY AND SOCIOECONOMIC STATUS VOL. 45 = 1027 


Table 5—Prematurity Ratios Among First-Born Babies by Socioeconomic 
Fifths and Age of Mother, Baltimore, Md., 1950—1951 


Age of Mother (Years) 


Socioeconomic 

Fifth All Ages Under 25 25-29 30 and Over 
Total— White 7.1 7.1 6.2 9.4 
Highest 5.6 5.2 4.8 8.5 

4 6.9 6.9 5.9 8.9 

3 7.0 6.4 7.3 9.7 

2 8.2 8.5 7.0 8.8 
Lowest 8.4 8.1 7.8 12.5 
Nonwhite 14.6 14.1 14.1 21.8 


When the first-born are further sub- 
divided according to age of mother, the 
differentials among the socioeconomic 
strata are not as marked among white 
mothers 30 years of age and over as they 
are among mothers below this age level 
(see Table 5). Larger numbers and 
more precise measures of socioeconomic 
level are needed to clarify the manner 
in which socioeconomic differentials 
vary with such biologic factors as ma- 
ternal age and birth order. 

In conclusion, it is well to consider 
the prematurity ratios which have been 
shown throughout for the nonwhite. The 
difference between the prematurity ratios 
of the highest and lowest tenths in the 
white population, 5.1 and 7.3 per cent, 
respectively, was well below the differ- 
ence between the ratio for the lowest 
tenth in the white population and that 
for the total nonwhite group, 7.3 and 
11.3 per cent, respectively. It is not un- 
likely that this !atter difference is also 
associated with a corresponding differ- 
ence in socioeconomic level, but the 
present method of investigation does not 
furnish evidence on this point. 


Summary 


This paper is concerned with a study 
of the prematurity experience among 


babies born to resident mothers of 
Baltimore in the two-year period, 1950- 
1951. The frequency of prematurity 
among liveborn white single babies was 
6.8 per cent and varied from 7.3 per cent 
in the lowest socioeconomic tenth of the 
city to 5.1 per cent in the highest tenth. 
The incidence of prematurity did not in- 
crease in the four lowest tenths with a 
decline in socioeconomic level, as this 
was measured by census tract of 
residence. 

If all economic tenths had experienced 
the most favorable prematurity experi- 
ence as observed in the adjusted rate for 
the highest tenth, a reduction of 26 per 
cent in the prematurity problem might 
be anticipated. Thus, socioeconomic 
differentials among parturient women 
are important determinants of the mag- 
nitude of the incidence of prematurity. 
However, even among the census tracts 
grouped in the highest tenth socio- 
economically, a prematurity ratio of the 
order of 5 per cent was found. 

The premature ratio for the total 
nonwhite population was 11.3 per cent, 
which was considerably above the ratio 
for the lowest socioeconomic tenth of 
the white group. 

Differences between socioeconomic 
strata in respect to prematurity were not 
materially affected by adjusting the pre- 
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Is Your Hospital Blinding Prematures? 


" It has now been shown that excessive oxygen concentrations are directly asso- 
, ciated with the development of retrolental fibroplasia which causes blindness in 
a premature infants. For this reason routine nursery orders for continuous high con- 
ene centrations of oxygen in incubators are now considered an outmoded and dangerous 


practice. The “Mystery of Blinded Babies” by Steven M. Spencer in the June 11 
issue of the Saturday Evening Post is an interestingly written and well documented 


ae article on this subject phrased in nontechnical language for the lay public. It is a 
7 a dramatic story of the long and patient research, often leading to a dead end, that 
‘ao finally resulted in proving that the chief cause of blindness in premature babies is 
i = also the thing credited with saving their lives. As such it helps the layman, who 


; supports hospitals either through contributions or taxation, to understand some of 
yi the important behind-the-scenes activities. This article can be a helpful tool in 
. “a educating both lay opinion and professional practice. (See also A.J.P.H., June, 
si] . 1955, p. 795.) Saturday Evening Post, 1105 Sixth Ave., New York; 15 cents. . 
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The Sturgis, Michigan, Dental Care 


Project for Children 


CHARLES J. DONNELLY, D.D.S., M.P.H. 


Apparently good dental health is 
helpfully contagious. The pilot 
study reported upon here accom- 
plished its purpose and a little 
more. It influenced the behavior 
of others than the fortunate young- 
sters who furnished the clinical 
material. 


In 1942 the Council on Health and 
Education of the Michigan State Dental 
Association gave serious thought to 
planning a practical and workable den- 
tal health program for children of 
Michigan. During their discussions it 
became obvious that three preliminary 
steps were necessary before any real 
scientific planning could be attempted: 
(1) a definition of the services neces- 
sary for a children’s dental health pro- 
gram; (2) an accumulation of accurate 
data on the need for these services by 
Michigan children at the various age 
levels; and (3) accurate data on the 
time necessary to supply the services. 
After completing steps 1 and 2 a well 
equipped clinic was established in the 
schools of Sturgis, Mich., in an endeavor 
to obtain some accurate data on the 
’ time necessary to care for the dental 
needs of Michigan children as well as 
information regarding the annual in- 
crement of caries and other defects. Be- 
fore the program was initiated it had 
the approval of the Board of Trustees 
of the Michigan State Dental Association 
and the hearty cooperation of the local 
dentists and school authorities. 

Sturgis with a population of over 
7,000 had never had any kind of dental 


health program. A concentrated edu- 
cational program was omitted intention- 
ally in order to determine how many 
would accept dental care for their chil- 
dren. Of the 378 children in the lower 
three grades only 12 per cent had all 
their defects corrected by a private 
practitioner. Notices were sent to the 
parents of the remaining 332 requesting 
that the child be put under systematic 
care either by the private dentist or the 
clinic. Seventy-three per cent of those 
eligible took advantage of the clinic 
facilities. Through the years that the 
program operated the acceptance has 
varied with the effort made to explain 
the objectives and value of the program. 
As the clinic gained reputation, the ac- 
ceptance grew and approached 100 per 
cent when the program was explained 
at preschool roundups. 

High standards were set for the clinic 
and the quality of service was main- 
tained at a high level. Carious teeth 
were restored with silver amalgam and 
silicate cement. Infected teeth which 
could not be restored to health were re- 
moved. Pulp capping, pulpotomy, cast- 
ings, and anesthesia were used when 
indicated. Bitewing radiographs were 
taken once a year and other radiographs 
when necessary. During the first visit 


Dr. Donnelly is dental officer, Public Health 
Dentistry Section, State Department of Health, 
Lansing, Mich. 

This paper was presented before the Den- 
tal Health Section of the American Public 
Health Association at the Eighty-Second An- 
nual Meeting in Buffalo, N. Y., October 12, 
1954. 
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a saliva sample was taken and the child 
was given a prophylaxis, examination, 
and tooth brush instruction. The lacto- 
bacillus count and the past caries history 
were used to determine the recall period. 
The patients averaged two recall visits a 
year. The very susceptible child was seen 
as often as every three months and the 
others every six, nine, or 12 months as 
indicated. 


Study Procedure 


Since one dentist could not immedi- 
ately care for the child population of 
Sturgis it was decided that initial care 
would be limited to preschool, kinder- 
garten, and first- and second-grade 
children, but once the child’s accumu- 
lated dental needs were cared for, com- 
plete maintenance care was given 
periodically. The plan provided for the 
addition of a new group of young chil- 
dren each year. Dental services rendered 
in the clinic were timed with a stop 
watch—started when the dentist began 
work at the chair and stopped when he 
finished. Thus, all times used in this 


paper are dentist-minutes spent at the 
chair actually operating and do not in- 
clude time used between patients, on the 
phone, or in discussions with parents 
and visitors. The operating time per 
visit was transferred to the patient’s 
record card to permit an accumulative 
tabulation. 


Findings 


Initial Care—The analysis of these 
times is shown in Table 1. In column 1 
are the minutes of dentist chair time 
spent in restoring the mouths of children 
age five through 10 years during their 
initial series of visits. As was expected, 
the time necessary for correcting the 
accumulated defects increases with 
age—from 83.26 minutes for the aver- 
age five-year-old to 172.86 minutes for 
the average nine-year-old youngster. 
This increase of 107.7 per cent in chair 
time from the five- to the nine-year-old 
age group illustrates what has been said 
for years—that a corrective dental pro- 
gram will be more effective and will 
reach more children if we begin with 


Table 1—Time in Dentist-Minutes Required to Render Initial and 
Maintenance Care to Children in the Sturgis Program 


Column 1 Column 2 
Time (in 
No. Dentist-Minutes) Neces- 
No. Time (in Dentist-Minutes) of sary for Maintenance 
of Necessary for Initial Care Children Care for 12-Month Period 
Age Children per Child per Child 
5 70 83.3 
6 214 110.7 
7 138 131.1 61 56.33 
8 108 138.2 82 68.13 
9 36 172.9 96 58.72 
10 16 186.1 77 67.02 
11 70 64.50 
12 50 76.40 
13 69 97.46 
14 38 128.13 
15 16 94.06 
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the younger age groups. The data in 
Table 1 have been invaluable to us in 
explaining to groups the most effective 
way of spending the limited funds al- 
lotted for dental programs. We also 
stress, of course, that this approach of 
early and periodic care will result in less 
discomfort and a considerable saving of 
tooth structure. 

Maintenance Care—In column 2 of 
Table 1 is the amount of time necessary 
for a year of maintenance care for age 
groups seven through 15 years. These 
data were obtained by an analysis of the 
cases under maintenance care during the 
period from July, 1950, to July, 1951. 
The time for a year of maintenance care 
varied from 56.33 minutes for the seven- 
year-old to 128.13 minutes for the 14- 
year-old youngster. More chair time is 
needed to keep the mouths of the 12-, 
13-, and 14-year-olds in good repair and 
is associated with incipient proximal 
decay in the eight premolars and four 
molars which have recently erupted. We 
were able to compare the time required 
for initial care with that required for 
12 months of maintenance care for the 
7-, 8-, 9-, and 10-year-olds. In all four 
age groups maintenance care took less 
than half the time needed for initial 
care—42.9 per cent as much time for 
the seven-year-old, 40.6 per cent for the 
eight-year-old, 34.0 per cent for the 
nine-year-old, and 36.0 per cent for the 
10-year-old. 

It is this difference in time required 
for maintenance care that permitted the 
program to absorb a new group of 
young children each year. Eventually, 
of course, the saturation point was 
reached and it became necessary to have 
some system of discharging the older 
patients in order to maintain a balance. 
It is hoped that a few years’ experience 
in a well conducted program of dental 
care will produce a well trained patient, 
will develop in the family an apprecia- 
tion of the value of dental health, and 
will raise dentistry to a higher priority 


in the family budget. Since a full year 
of maintenance care requires only about 
one hour of dentist chair time up to 12 
years of age, it cannot be considered a 
heavier financial burden than the care 
given to the hair by the barber. 

Time per Service—The individual 
services rendered by the dentist were 
timed and are presented in Table 2. 
Those services which were performed 
too seldom to allow computation of a 
reliable average have been omitted. It 
is noteworthy that extractions of perma- 
nent teeth fall into this category (in the 
first three years of the program only 
two permanent teeth were extracted be- 
cause of advanced caries). 

Examinations were performed after 
the prophylaxis in good light with a 
mirror and sharp explorer. In most 
instances because of the age of the pa- 
tient, the prophylaxis consisted of re- 
moving stain and polishing the coronal 
surfaces of the teeth only. The majority 
of the radiographs were posterior 
bitewings. Patients received tooth brush 


Table 2—Time in Minutes Required to 
Complete Specific Dental Operations 
in Sturgis Program 


Minutes 
per 
Operations Number Operation 

Examination 500 2.64 
Prophylaxis 500 6.87 
Radiograms 500 2.68 
Education 288 2.76 
One surface deciduous 

restoration 365 9.87 
Two surface deciduous 

restoration 500 18.88 
Three surface deciduous 

restoration 164 25.77 
One surface permanent 

restoration 500 13.56 
Two surface permanent 

restoration 77 27.43 
Anesthetic 182 5.96 
Extraction (deciduous) 222 3.36 
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instructions during the first initial or 
recall visits, but frequently it was neces- 
sary to repeat the demonstration or to 
make other explanations. The time 
recorded for anesthesia included the 
time necessary for the anesthetic to take 
effect. Both single and multiple extrac- 
tions have been grouped in the category 
“primary extractions.” 

By relating these times per operation 
to the prevalence of dental defects 
among the child population we can ob- 
tain a fairly accurate estimate of the 
time necessary to correct these defects 
for ali or aay group of Michigan chil- 
dren. One hundred and fifteen cases 
chosen at random were analyzed to de- 
termine how the time for initial care and 
maintenance care was spent. The 
average age (nearest birthday) for this 
group at the time of initial completion 
was 7.12 years. The percentage of time 
spent for the various services necessary 
to care for the accumulated needs and 
for the incremental needs is shown in 
Figure 1. Note that during maintenance 
care 31.38 per cent of the time was 
spent rendering such services as exam- 
inations, prophylaxis, radiographs, and 
education as compared with only 12.17 
per cent spent for the same four services 
during initial care. Less than 1 per cent 
of the maintenance time was spent re- 


RADIOGRAMS 


EDUCATION 


RESTORATIONS 


INITIAL CARE 


moving teeth. Restoring teeth took 74.3 
per cent of the time during the initial 
completion and 63.8 per cent of the time 
during the visits for maintenance care. 
Five-Year Evaluation—In 1951 after 
the program had been in operation five 
and a half years, the entire school 
population was again given dental exam- 
inations by three dentists from the 
Michigan Department of Heaith. Con- 
siderable time was spent developing a 
uniform and objective examining tech- 
nic. The dentist who had made all of 
the examinations in 1945 briefed and 
checked the other two dentists who par- 
ticipated. Less than half the children 
included in the survey were in the clin- 
ical program. The majority of the 
clinical cases were between seven and 
13 years of age with only 32 youngsters 
14 years of age or older. Figure 2 
compares the DMF tooth rate of Sturgis 
children in 1945 with the DMF tooth 
rate of Sturgis children in 1951. There 
was no significant change in the total 
DMF tooth rate. However, note the 
change in the amounts contributed by 
the various component parts. The data 
for 1951 show an increase of approxi- 
mately 50 per cent in the number of 
filled teeth and a significant reduction 
in the number of decayed and missing 
teeth. The improved dental status of 


EXAMINATION 


PROPHYLAXIS 
RADIOGRAMS 
EDUCATION 


RESTORATIONS 


MAINTENANCE CARE 


Figure 1—Percentage of Time Required for Various Dental 
Operations During Initial Care and Maintenance Care 
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the children examined in 1951 is due 
in part to the quality and quantity of 
services rendered to the clinic patients. 
However, observe that the improvement 
extends into the older age group in spite 
of the fact that at the time of the evalua- 
tion examinations there were only 32 
clinical patients over 13 years of age. 
The 16-year-old in 1951 averaged two 
more filled teeth per person than the 
sixteen-year-old in 1945. This 40 per 
cent increase in restored teeth is found 
in a group who were never included in 
the clinic program. This improvement 
in dental status quite likely extends to 
the adult population and local dentists 
have at times remarked on the increased 


“p" DECAYED 


“DMF” Teeth per Child 


Fig.2Comparison of "DMF" tooth rate per Sturgis child 
by age groups 1945 and 195! 


Figure 2—Comparison of “DMF” Tooth 
Rate per Sturgis Child by Age Groups 
1945 and 1951 


demand for dental care by adults, since 
the initiation of the program. 

In Figure 3 is shown the decayed and 
the filied permanent tooth surfaces for 
the Sturgis children examined in 1945, 
for all children examined in 1951, and 
for the clinical group examined in 1951. 
For the clinical cases the number of 
decayed permanent surfaces per child 
ranged from 0.4 to 1.2 surfaces. This 
is less than the annual increment and 
about the amount that might be expected 
in any well conducted practice. Again, 
note that the improvement carries into 
those age groups which were never in- 
cluded in the clinical program. It is 
the observation of the dentist who par- 
ticipated in both the 1945 and the 1951 
examinations that there was not only an 
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“F"(Filled) Pecmanent Tooth Surfaces per Child 


3—Comparison of Decayed Per- 
manent Tooth Surfaces and Filled 
Permanent Tooth Surfaces Among 
Sturgis Children in 1945 and 1951 
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increase in the quantity of the services 
rendered to children but also an im- 
provement in the quality of these 
services. 

Figure 4 presents the comparison of 
the decayed and of the filled primary 
tooth surfaces. The neglect of the de- 
ciduous teeth prior to the initiation of 
the program is quite obvious. The 1951 
data show a huge increase in the num- 
ber of filled primary tooth surfaces. In 
1945 the average nine-year-old had only 
1.3 filled primary tooth surfaces while 
in 1951 the average youngster of the 
same age had 7.8 filled primary tooth 
surfaces. The 1951 evaluation exam- 
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Figure 4—Comparison of Decayed De- 
ciduous Tooth Surfaces and Filled 
Deciduous Tooth Surfaces Among 
Sturgis School Children in 1945 and 
1951 


ination of the mouths of Sturgis children 
shows a marked reduction in the aum- 
ber of decayed primary teeth, primary 
teeth indicated for extraction, decayed 
permanent teeth, and permanent teeth 
indicated for extraction. Marked in- 
creases were noted in the number of 
filled permanent and primary teeth. No 
significant change was found in the 
DMF or def rates for the two examina- 
tions. The percentage of noncarious 
cases was 5.76 in 1945, 4.43 for all chil- 
dren in 1951, and 3.46 for the clinical 
cases in 1951. This lower percentage 
of caries-free children in the clinical pro- 
gram can be explained by the use of 
bitewing radiographs. In 1945 only 15.8 
per cent of those examined were consid- 
ered completed cases; i.e., noncarious 
mouths plus treated carious mouths. In 
1951 this figure rose to 44.9 per cent 
for all children and to 64.6 per cent for 
clinical patients. The percentage of chil- 
dren needing care at the time of exami- 
nation was 84.2 per cent in 1945, 55.1 
per cent for all children in 1951, and 
35.4 per cent for the clinic patients. The 
percentage of the total DMF contributed 
by “D” and by “F” showed a remark- 
able change between 1945 and 1951. 
For example, in 1945 “F” made up only 
24.4 per cent of the DMF tooth rate for 
the average 12-year-old, whereas in 
1951 “F” contributed 70.2 per cent of 
the average 12-year-old’s DMF tooth 
rate. 


Summary 


The most effective approach in a den- 
tal corrective program is to begin with 
the young child, correct the accumu- 
lated dental defects, and recall the 
patient periodically for maintenance 
care. 

In the Sturgis program maintenance 
care for a 12-month period required be- 
tween one-third and one-half the time 
needed for the initial correction of ac- 
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cumulated defects. The Sturgis pro- 
gram not only raised the ievel of dental 
health among the age groups receiving 
care in the clinic, but also among the 
older children who were never eligible 
for dental care in the program. 

Much of our data is yet to be analyzed. 


unable to get sufficient data in certain 
areas and for certain age groups. The 
program employed one dentist and at its 
close had just short of 800 active cases 
under treatment. It is hoped that there 
will be other studies of this type to com- 
plement and corroborate the findings of 


Because our program was small we were the program conducted in Sturgis. 


Amherst Health Conference Meets 


The 9th Annual Meeting of the Amherst Health Conference, sponsored by the 
Massachusetts Department of Public Health, the Massachusetts Public Health Asso- 
ciation, and the University of Massachusetts, was held at the university, June 15-17 
with several hundred persons in attendance. Subject matter of the program ranged 
from local Massachusetts interests to the broad field of international public health. 
Among the more general topics were a discussion group consideration of “The Local 
Health Officer Talks Back” with Hugh R. Leavell, M.D., serving as moderator, and 
another of the “Use of Nonmedical Administrators in Public Health Departments,” 
with Franz Goldmann, M.D., as moderator. Individual papers and participants 
included international health, H. Van Zile Hyde, M.D.; public health manpower by 
Howard Ennes; social sciences in public health, Esther Lucile Brown, Ph.D.; new 
activities, Pearl McIver, R.N.; use of television, W. W. Bauer, M.D.; and public 
health aspects of radioactivity, Roy J. Morton. Dr. Atwater represented the Amer- 
ican Public Health Association. John C. Ayres, M.D., was conference chairman 
and Mary Carr Baker was chairman of the Program Committee. 
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A Review of Experience with an Avirulent 
Strain of R. prowazeki (Strain E) as a 
Living Agent for Immunizing Man 

Against Epidemic Typhus 

JOHN P. FOX, M.D., Ph.D., M.P.H., F.A.P.H.A. 


Public health people living outside 
the endemic typhus areas of the 
United States, who can read this 
account of research in typhus 
prophylaxis with comfortable de- 
tachment, will still find its discus- 
sion of immunity principles both 
revealing and provocative. 


The most effective and enduring 
form of acquired immunity, as a general 


rule, is that resulting from natural in- 
fection, which, however, carries with it 
greater or lesser risk of disease. Prob- 
ably the most successful methods of 
inducing active immunity artifically are 
those which simulate the natural proc- 
ess of infection. The risk of disease is 
reduced or eliminated by employing 
agent strains of negligible pathogenicity 
and virulence, i.e., truly attennated 
strains. The best known examples are 
vaccinia virus and the 17D strain of 
yellow fever virus. 

In the case of epidemic typhus there 
have been numerous previous attempts, 
reviewed elsewhere,’ to immunize man 
by means of living rickettsiae. These 
ordinarily have involved basically the 
use of minute doses of the living agents, 
minute either because of dilution or be- 
cause of partial inactivation by some 
substance noxious to the rickettsiae such 
as bile. This latter procedure often has 
been erroneously referred to as “at- 
tenuation.” Although in some instances 


living R. prowazeki have been employed, 
most of these attempts have been made 
with the related but naturally less viru- 
lent R. mooseri of murine typhus. 

Critical evaluation of these experi- 
ences suggests that vaccinations of this 
type usually result either in no infection 
and no immunity or in infection as- 
sociated with unmodified and sometimes 
fatal disease. For this reason, in 1946 
Sadusk and Kuhlenbeck ? recommended 
that human immunization against typhus 
be restricted to vaccines containing in- 
activated rickettsiae only, even though 
the resulting immunity might be in- 
complete and short lived; and that living 
rickettsiae should not be employed until 
a strain of demonstrated low patho- 
genicity for man becomes available. A 
review of recent experience with such a 
strain, designated as strain E of R. 
prowazeki, is the objective of the pres- 
ent report. 


Origin of and Early Work with Strain E 


In 1943 Clavero and Perez Gallardo * 
reported the chance evolution in em- 
bryo passage of a strain of R. prowazeki 
of apparently reduced virulence for such 
experimental animals as the guinea pig, 
rabbit, and a North African monkey. A 
year later these same authors * reported 
infection of man with this strain (desig- 
nated as E for Espanha). Although 
over 2,000 persons were inoculated, only 
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15 received freshly prepared material of 
probable high infectivity. The remain- 
der were given lyophilized material of 
undetermined but probably very low 
infectivity. In the light of present 
knowledge, it seems doubtful that this 
large remainder received doses infective 
for man. Nonetheless, it was noteworthy 
that no serious reactions were observed. 
In 1948, Perez Gallardo and Fox? 
reported work confirming and extending 
the observations previously made with 
strain E in animals. Its antigenic 
identity with unmodified strains of R. 
prowazeki was established and various 
comparative studies indicated the usu- 
ally lesser virulence of strain E for 
several animal species. Most striking 
was the apparent inability of the strain 
to infect guinea pigs. These animals 
manifested little or no febrile response 
after even the largest inocula; their level 
of seroimmune response was directly re- 
lated to the number of rickettsiae inocu- 
lated; and several efforts to recover the 
strain from the tissues of inoculated 
animals were completely unsuccessful. 


Experimental Infection of Man 


Not until 1951 did it become possible 
to take strain E again back to man. 
Beginning in this year and continuing 
into 1952, 154 volunteers were given 
living strain E rickettsiae in varying 
amounts and by different routes and an 
additional 50 volunteers received placebo 
material or, for comparative purposes, 
commercially prepared Cox-type vaccine. 
Detailed accounts of these observations 
have been reported elsewhere,® * but the 
essential aspects are reviewed here. 

Strain E rickettsiae are readily grown 
in chick-embryo yolk sac and all the 
vaccine employed consisted of crude 
suspensions of heavily infected yolk sac 
in a special diluent which favors rickett- 
sial survival.’ Inocula were given sub- 
cutaneously or intramuscularly in 0.25 
ml volumes and intradermally in 0.1 ml 
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amounts. A few persons were inocu- 
lated by the multiple pressure method 
of scarification. While freshly sus- 
pended material was used to infect the 
first few volunteers, the rest were given 
appropriate dilutions of yolk-sac suspen- 
sion prepared from a single lot of vac- 
cine lyophilized as a 10 per cent suspen- 
sion of yolk sac. The infective titer of all 
material was carefully determined by 
titration in embryo sacs. The nature 
and frequency of reactions were deter- 
mined by daily clinical observations. 
The development and persistence of 
immunity were determined chiefly by 
serologic methods. Sera collected at 
appropriate intervals were examined 
routinely by the complement-fixation 
(CF) technic using specific rickettsial 
antigens of our own preparation and, 
in many cases, were also tested for 
mouse-toxin neutralizing antibodies. In 
addition, the immunity of small groups 
of volunteers at a number of intervals 
postvaccination was tested directly by 
challenge with small doses of virulent 
R. prowazeki. Each challenge observa- 
tion was controlled by including two 
nonimmune (placebo-inoculated) volun- 
teers in the challenge group. 

As the result of the first work, con- 
ducted with 29 volunteers in New Or- 
leans, two fundamentally important 
points were established.’ Since none 
of the eight volunteers receiving 3.5 
log egg infective doses (EID) and all 
of 21 given 4.5 log EID, or more, de- 
veloped detectable ©F or neutralizing 
antibodies, or both, it seemed clear that 
the minimum infecting dose of strain 
E for man is on the order of 4 log EID. 
In addition, strenuous but completely 


Dr. Fox is professor of epidemiology, Tulane 
University, School of Medicine, New Orleans, 
La 


This paper was presented before a Joint 
Session of the Epidemiclozy and Laboratory 
Sections of the American Public Health As- 
sociation at the Eighty-Second Annual Meet- 
ing in Buffalo, N. Y., October 12, 1954. 
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unsuccessful efforts were made at vari- 
ous intervals after infection to recover 
the agent from the blood of several vol- 
unteers. These efforts included both the 
feeding of lice (from a rabbit-adapted 
colony) and the direct inoculation of 
blood into embryo yolk sacs. The in- 
ference is that strain E does not invade 
the circulating blood in readily detect- 
able amounts. 

In more extensive work done with 
inmate volunteers in the Mississippi 
State Prison at Parchman, Miss.,® in- 
fecting doses of approximately 4, 5, 6, 
and 7 log EID were given by one or 
another of several routes. The over-all 
correlation between infecting dose and 
level of immediate immune response is 
indicated in Table 1 in which the New 
Orleans and Parchman results have been 
combined. There is evident in the table 
a direct relation between size of inocu- 
lum and maximum level of CF antibody 
developed within two months after in- 
oculation. While CF antibodies de- 
veloped uniformly only in persons given 
7.0 or more log EID, it should be noted 
from Table 1 that only one person given 
4.0 or more log EID failed to develop 
mouse-toxin neutralizing antibodies. In 
contrast, smaller doses (in only eight 
volunteers) failed to stimulate antibody 
of either type. 
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The relation of immune response to 
route of inoculation was less uniform. 
The most extensive comparisons were 
between the intradermal and subcuta- 
neous routes which, at Parchman, were 
employed with all four infecting doses. 
The differences, in favor of the intrader- 
mal route, were most evident in the 
groups given doses of 4.0 and 5.0 log 
EID. Five of 27 volunteers subcuta- 
neously inoculated and one of 25 intra- 
dermally inoculated with these approxi- 
mate doses failed to develop detectable 
CF antibodies, and of those who did 
develop such antibodies, a greater pro- 
portion of the intradermal group (10 
of 24) developed maximum titers of 
one in 32 or higher than of the group 
inoculated subcutaneously (five of 22). 
Furthermore, the one person given 4.0 
log EID who failed to develop either 
CF or neutralizing antibodies was inocu- 
lated subcutaneously. Scarification by 
the multiple pressure method was em- 
ployed using 10 per cent yolk sac only 
in a group of 12 men; while all de- 
veloped antibody, the levels compared 
closely with those given 1 or 0.1 per 
cent material subcutaneously. Intra- 
muscular inoculation, in the New Orleans 
group, failed to stimulate CF antibodies 
in two persons given more than 3.5 
EID. Because of this apparently poor 


Table 1—-Correlation Between Infecting Dose and Maximum Titers of 
Complement-Fixing Antibodies (Strain E Antigen) in Sera of 
154 Volunteers Inoculated with Strain E Rickettsiae 


Number of Volunteers with Maximum 
Antibody Titers of 1 in x 


Approximate 
Infecting Dose 


24 


16 


1 (1) 
2 (2) 
5 (4) 
8 (0) 


* Numbers in () indicate persons who, though failing to develop detectable complement-fixing 
antibodies, did d i lizing thadi 


1 
Total 
(Log EID) 8 |_| 32 Plus Persons 
gi 7 plus 3 6 7 15 24 55 . 
deck. 5.5-6.0 2 4 7 ll 6 31 | 
4.5-5.0 3 9 8 4 33 
4.0 9 4 3 4 
ba . 3.5 or less 0 0 0 0 0 8 


result, this route was employed at 
Parchman in a group of only 13 men, 
all of whom were given 10 per cent 
yolk sac (7.0 log EID). Ten of these 
13, however, developed maximum CF 
titers of one in 32 or higher. The con- 
clusion reached at this point was that, 
while intradermal inoculation yielded 
better results than the subcutaneous 
route, intramuscular inoculation should 
be studied further. 

Observations as to the duration of 
serologic immunity have extended over 
a period of two years® and are based 
entirely on the Parchman group. Table 
2 presents the per cent distribution of 
sera taken at different intervals accord- 
ing to approximate titer of CF antibody. 
The biggest drop occurred in the in- 
terval between six and 12 months, and 
the proportion losing detectable CF 
antibody was greatest in those given 
smaller inocula of strain E. The num- 
ber remaining for test at 24 months 
was considerably reduced, a fact which 


accounts for some discrepancy between 
the 12- and 24-month results. Actually, 
the CF titers at 24 months of the 44 
men tested were virtually identical with 
those at 12 months for the same 
men. Neutralizing antibodies, however, 
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showed some apparent drop in the sec- 
ond year. All of the 12-month sera 
from these 44 men had manifested 
neutralizing antibody in 1:4 dilution; 
of the 24-month sera, two were com- 
pletely negative in this dilution and 
eight showed incomplete neutralization 
of the challenge dose. However, in 1:2 
final dilution only one serum proved 
devoid of antibody. 

For comparative purposes, but rather 
as an afterthought, 27 volunteers were 
given the prescribed course (two doses 
of 1.0 ml each with a 10-day interval) 
of a commercial typhus vaccine of the 
Cox type, i.e., containing formol-inac- 
tivated rickettsiae of yolk-sac origin. 
Detectable CF antibody developed within 
the two-month period of observation in 
only 12 of these men and neutralizing 
antibody was demonstrated in the serum 
of only one of the remaining 15 men. 

Tests of the actual effectiveness of 
the immunity in protecting against dis- 
ease were made by deliberately chal- 
lenging small groups of volunteers with 
virulent R. prowazeki and are summar- 
ized in Table 3. In each of the four 
challenge experiments summarized in 
the table, the challenge inocula prod- 
uced typical disease in both of the con- 


Table 2—Complement-Fixing Titers of Sera Collected from Strain E Infected 
Volunteers; Per cent Distribution by Infecting Dose, Titer, and 
Time After Inoculation 


Approximate Interval 
Infecting Post- 


Per cent of Sera Examined with Titers of 1 in x Number of 


Sera 


Dose inoculation 


Log (EID) (Months) 


A 
tw 


32 64 Plus Examined 


coutw 
couane on 


7 

1 10 52 _ 
7.0 2 3 29 
or 6 8 48 a. 

6.0 12 2 24 

24 41 ll 

l 38 37 
5.0 2 12 36 ee 
or 6 18 49 a 
4.0 12 8 6 7 
24 7 7 
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trol volunteers who had received only 
normal yolk-sac material previously. 
While the changes in serologic status 
provoked by challenge of the strain 
E-protected volunteers can be inter- 
preted in some instances as evidence 
that the challenge inoculum resulted in 
some degree of actual infection, it is 
noteworthy that no significant clinical 
disease followed challenge of these men, 
even when challenge was given 24 
months after strain E infection. This is 
in marked contrast to the results ob- 
served after challenge of three volun- 
teers who had responded serologically 
to Cox-type vaccine given nine months 
previously ; two of these three developed 
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evident disease nine days after a chal- 
lenge which produced no disease in five 
men given strain E 24 months previ- 
ously. Since treatment with aureomy- 
cin was instituted on the third day in 
all cases of typhus, it is not possible to 
evaluate the possibility that the disease 
in these previously vaccinated men may 
have been modified. 

The foregoing data would seem to in- 
dicate that, as judged on serologic 
grounds, immunity induced by strain 
E will not prove to be uniformly of 
indefinite duration and, hence, is not 
fully comparable to that following natu- 
ral infection. However, effective re- 
sistance to virulent challenge appears 


Table 3—Summary of Results of Challenging Volunteers with Virulent Typhus 
Rickettsiae at Various Intervals After Immunization * 


Challenge Experiment Volunteers 


Challenge Results 


Inoculation 
History 


Months After 


Inoculation Number 


Prechallenge 
CF Titers 
(1 in x) + 


Maximum 
CF Titer During 
28-Day Period After 


Clinical Outcome { Challenge (1 in x) ** 


Strain E 


Normal 
yolk-sac 
Strain E 
Normal 
yolk-sac 
Strain E 
Normal 
yolk-sac 
Strain E 


Normal 


yolk-sac 


Cox-type 


vaccine 3 


4, 
32, 


No disease in 5; 
slight fever in 1 
volunteer 


32 

64, 128 
2 cases of typhus, 
onsets days 11 and 12 


No disease in 6 


volunteers 


2 cases of typhus, 
onsets on day 6 


No disease in 6 
volunteers 


2 cases of typhus, 
onsets on day 9 


No disease in 5 


volunteers 


2 cases of typhus, 
onsets on day 9 


2 cases of typhus, 


0 onsets day 9 128, 128, 512 


* Challenge inocula given intradermally, 0.1 ml. of 10-*-10-° dilution of yolk-sac infected with 


R. prowazeki 


of Naples (challenge No. 1) or Breinl strain (chellenge Nos. 2, 3, and 4). 


+ CF titers of sera drawn just at time of challenge. 


on the third day of illness. 


} All evident cases of typhus were treated with 


** Samples of serum collected at weekly intervals; titers of individuals arranged in same order as in case of 


prechallenge titers. 
§ Titers of indi 


dual 


ing febrile reaction. 


¥ 
Number 
6 4, 128, 32 
1 2 64, 128, 128 
2 0, 256, 256 
8, 64, 64 
6 6 32, 64, 128 
2 ? 
82,236 
6 8 8 8, 16, 16 
12 
2 32, 236 
128, 16, 8 
5 2, 32 64, 6+ 
4 24 
— 
2 0, 0 32, 128 
aS 9 


to endure for at least two years. Also, 
strain E vaccine seems markedly su- 
perior to Cox-type vaccine in point of 
uniformity of serologic response, of 
duration of serologic immunity, and of 
effectiveness in preventing disease after 


challenge. 


Field Trials of Strain E Vaccine in Peru 


Extended field trials of strain E vac- 
cine were initiated in October, 1953, 
with the support of the Peruvian Minis- 
try of Health and the Pan American 
Sanitary Bureau and with the active 
participation of Dr. Juan A. Montoya, 
regional typhus consultant for the PASB. 
One objective of these trials was to col- 
lect epidemiologic data as to the effec- 
tiveness of the vaccine in preventing 
disease. To this end, vaccinated and 
inoculated control populations, to num- 
ber ultimately upward of 10,000 persons 
each, are being kept under continuous 
surveillance in selected parts of the 
mountainous areas of Peru. Although 
close observation of these people was not 
attempted during the immediate post- 
vaccination period, it is worth stating 
that, as of the time of preparation of 
this paper with approximately 8,500 
persons of all ages vaccinated with strain 
E as a part of this study, no instance of 
alarming postvaccination reaction has 
been reported. Insufficient time has 
elapsed for significant typhus morbidity 
data to accumulate so that further dis- 
cussion of this part of the field trials 
is not now warranted. 

As a separate part of the work in 
Peru, reported in detail elsewhere,’ an 
effort was made to expand materially 
the observations as to reactions and im- 
mediate serologic response to vaccina- 
tion with the practical objective of de- 
fining still more specifically the most 
suitable infecting dose and route of in- 
oculation. These observations were 
made first in approximately 2,200 per- 
sons of all ages who voluntarily pre- 
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sented themselves from civilian popula- 
tion groups in the city of Arequipa and 
in several small outlying communities. 
Later, nearly 900 soldiers stationed in 
Arequipa were similarly observed. 

The over-all plan involved a prevacci- 
nation bleeding in every instance so 
that the immunity status prior to vacci- 
nation could be determined, inoculation, 
observation for clinically evident reac- 
tions postvaccination and, in as many 
instances as possible, a second bleeding 
six weeks after vaccination to permit 
an evaluation of the immediate serologic 
response. 

All the strain E vaccine employed was 
of a single large lot prepared and safety- 
tested by Lederle Laboratories through 
the courtesy of Dr. Herald R. Cox. It 
was lyophilized as a 10 per cent suspen- 
sion of infected yolk-sac in PGS dilu- 
ent’ and had an initial infective titer 
after lyophilization of 7.5 log EID. 
During shipment, storage, and in trans- 
port to the sites of actual use refrigera- 
tion was rigorously maintained and, at 
several intervals, representative am- 
pules were returned from Peru to New 
Orleans for determinations of infectivity. 
At the time of use the vaccine was rehy- 
drated with sterile distilled water to 
original volume and diluted further as 
described with PGS diluent. 

Approximately one-third of those in- 
oculated received a placebo consisting 
of diluted (1:100) commercial vaccine 
against Rocky Mountain spotted fever. 
The remainder were given one or an- 
other dilution of strain E vaccine by 
subcutaneous or intramuscular routes 
(0.25 ml volume) or, in a few instances, 
by the intradermai route (0.1 ml vol- 
ume). Because of local reactions and 
the technical inconvenience of the 
method, intradermal inoculations were 
soon abandoned. 

Serologic Data—aAll blood specimens 
were taken in vacuum bleeding tubes 
and shipped as whole blood specimens 
by air to New Orleans where the serolo- 
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gic tests were performed. Determination 
of prevaccination immune status was 
based on initial screening of the sera in 
1:2 dilution for CF antibodies and 
further testing for neutralizing anti- 
bodies in the CF negative sera. The 
detailed results of the study of the pre- 
vaccination sera collected in and about 
Arequipa and also in the higher regions 
in relation to the long-term epidemi- 
ologic study are of considerable interest 
from the standpoint of seroepidemiology 
and, as such, are being reported else- 
where.’° For the present it is enough 
to say that 13 per cent of the sera from 
the civilian groups in the city of 
Arequipa, about 25 per cent of the sera 
from the outlying communities, and 
about 42 per cent of the sera from 
soldiers gave evidence of detectable 
seroimmunity. 

Because of the extreme unwillingness 
of the people to be bled it was possible 
to collect postvaccination specimens 
from only about 20 per cent of the 
civilians inoculated. When the placebo- 
inoculated controls and those shown to 


have been immune prior to vaccination 
were excluded, we were left with sera 
taken six weeks postvaccination from 
only 220 individuals who, however, rep- 
resented a reasonable distribution of the 
population concerned in terms of age 
and sex. From the military groups, 
second blood specimens were obtained 
from essentially 100 per cent, but again 
some attrition has resulted from the 
exclusion of prevaccination immunes 
and those given placebo inoculations. 
It should be pointed out that the mili- 
tary groups were homogeneous with 
respect to sex and age, being all young 
adult males. Because of this difference 
in composition of the groups, because 
of differences in protocols with respect 
to dose and route of inoculation, and 
because of possible differences in vac- 
cine infectivity resulting from gradual 
loss of titer with prolonged storage, the 
determinations of CF antibodies in the 
postvaccination sera from groups vacci- 
nated at different times have been pre- 
sented separately in Table 4. 

It will be noted from Table 4 that 


Table 4—Results of Complement-Fixation Tests on Peruvian Sera Collected Six 
Weeks After Vaccination by Dose and Route of Inoculation of 


Strain E Vaccine * 


Inoculation Data 


Per cent 
Vaccination Concentraticn 


Number of Sera with Complement-Fixing Sera Examined 
Titer of 1 in x 


Total Per cent 


Cz wp of Yolk-Sac Route ¢ <2 24 


8-16 32 64 Plus Number Positive ¢ 


Civilian 10.0 
1.0 


1. 
groups 0. 
April, 1954 0. 
Army 1. 
groups 0. 
June, 1954 0. 


Dew 


2 
2 
6 
4 
0 
3 
2 
8 
1 
5 
6 


0 
2 
1 
25 
1 


100 
100 


244 
See See 


* Results presented only for persons shown to have been nonimmune at time of vaccination. 


+ IM = intramuscular; SC = subcutaneous 


1 Figures in () are based on the CF-positive sera, plus those CF-negative sera which were shown to have 


neutralizing antibody. 


4 
— 
ey 
5 
all 
acne IM 16 19 18 
al October, sc 14 20 15 
eer: 1953 Both 30 39 33 
0.1 15 16 (94) 
ie sc 20 20 6 (96) « 
5 Both 1 35 31 22 (95) 
IM 13 15 45 (97) 
a IM 9 15 29 (98) 
#4 IM 21 13 23 (97) 
IM 12 6 19 (100) ‘ 
IM n ? 13 (92) 
ue IM 4 9 10 (93) 
3 
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after October, 1953, only the intra- 
muscular route was employed. Inspec- 
tion of the results obtained for the 
civilian groups vaccinated in October, 
especially those given 0.1 per cent yolk 
sac, indicates a significantly better aver- 
age titer of CF antibody in persons in- 
oculated intramuscularly than in persons 
given subcutaneous inocula. Since, in 
addition, local reactions following sub- 
cutaneous inoculation were somewhat 
more pronounced, the decision was taken 
to adopt the intramuscular route for all 
further use. 

The direct relationship of serologic 
response to dose of strain E, in terms 
of both per cent of persons responding 
and of antibody level, is also again evi- 
dent in Table 4. The most uniformly 
effective dose tested on an adequate 
scale was that contained in 1.0 per cent 
yolk sac. This was actually about 5.5 
log EID in October, 1953, but may have 
fallen as low as 4.0 to 4.5 log EID by 
April and June of 1954, as judged by 
infectivity titers made on samples of 
vaccine returned from the field. How- 
ever, responses which can be considered 
as satisfactory for mass application were 
obtained with smaller doses. This is 
supported by tests for neutralizing anti- 
body which were made on the CF nega- 
tive sera. The per cent of sera positive 
for CF and neutralizing antibody, or 
both (shown in Table 4 in parenthesis) , 
ranges from a low of 92 per cent follow- 
ing inoculation of 0.25 per cent yolk 
sac to 97 per cent or more in persons 
given 1.0 per cent yolk sac. 

The data in Table 4 also bear on the 
problem of the stability of the vaccine 
on storage. The determinations of in- 
fectivity of samples returned from the 
field in Peru to New Orleans were not 
satisfactory, but suggested that some loss 
in titer (perhaps 1.0 to 1.5 logs) had 
occurred. Opposing this is the high 
degree of comparability of the results 
obtained using vaccine of the same lot 
in October, 1953, and in April and 
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June, 1954. These data suggest that any 
loss of infectivity during this period 
must have been slight indeed. 

Postvaccination Reactions—In _re- 
counting the observations made in New 
Orleans and in Parchman the observa- 
tions as to reactions were omitted be- 
cause they did not differ materially from 
those made on much larger numbers of 
persons vaccinated in Peru. These latter 
observations will now be described. The 
reactions observed fell into two princi- 
ple categories, “immediate” and “de- 
layed,” which are most conveniently 
considered separately. 

Whether local, systemic, or both, im- 
mediate reactions usually became evi- 
dent between 12 and 36 hours after 
vaccination, reached their peak between 
24 and 72 hours, and subsided by 96 
hours. In Table 5 the per cent fre- 
quencies of the most common immediate 
manifestations are presented by vacci- 
nation group and dose of vaccine em- 
ployed as observed in 2,259 persons 
given strain E vaccine and 885 placebo 
controls. The most important point 
evident is the over-all correlation be- 
tween dose of vaccine and frequency of 
reaction. The actual frequencies in 
different vaccination groups following 
inoculation of the same dose of vaccine 
differ somewhat, probably because post- 
vaccination observation could be more 
closely maintained in some groups (the 
civilian and military groups in the city 
of Arequipa itself—October, 1953-B, 
April, 1954, and June 1954) than in 
others (specifically in the small commu- 
nities outside of Arequipa—October, 
1953-A). Also, in evaluating the im- 
mediate effects of the vaccine, allowance 
must be made for the frequencies re- 
corded for persons in the placebo control 
group. When this is done (by simple 
subtraction), it appears that inocula of 
0.25 and 0.1 per cent yolk-sac produced 
very few immediate effects. 

Not evident from Table 5, but of im- 
portance is the fact that neither age nor 


| 


1044 AUGUST 1955 AMERICAN JOURNAL OF PUBLIC HEALTH 


prevaccination immunity to typhus 
could be consistently related to the fre- 
quency of immediate reactions. Also 
not indicated in the table is the relation 
of local reactions to the route of inocula- 
tion. With comparable doses of vaccine 
reactions of increasing severity followed 
inoculation by the intramuscular, sub- 
cutaneous, and intradermal routes in the 
order named. These local reactions for 
the most part consisted of erythema, 
swelling and tenderness of varying de- 
grees, together with tender but moderate 
enlargement of the axillary nodes in 
some cases. However, following intra- 
dermal inoculation of 10 per cent yolk 
sac, usually, and of 1.0 per cent yolk 
sac, occasionally, there developed in ad- 


dition a central papular or nodular 
lesion which frequently went on to 
ulcerate and form an eschar. 

Delayed reactions, usually began on 
or after the ninth postvaccination day, 
although in one or two instances im- 
mediate and delayed reactions merged. 
Fever, headaches, generalized aching, 
and malaise were the most common 
manifestations. To assist in evaluating 
these reactions a rather rough system 
of grading was devised which was based 
on the number, intensity, and duration 
of the manifestations. This system is 
explained in a footnote to Table 6. The 
table itself summarizes the occurrence 
of these delayed reactions by grade of 
severity and rough duration and also 


Table 5—Summary of Immediate Reactions in Groups Vaccinated 
with Strain E in Peru 


Per cent of Vaccinated Persons (with) 


Per cent 
Concentration Number of Local 
of Strain E Vaccination Persons Head- Vomit- In Reaction Lymph 
Yolk-Sac Group * Vaccinated Fever¢ ache Nausea ing Malaise Bed{ > + * Adenitis 
10.0 Oct., 1953—A 101 64 71 17 7 61 7 M4 42 
1.0 Oct., 1953—A 229 20 31 8 3 16 2 30 18 
Oct., 1953—B 474 39 58 ll 3 33 2 28 23 
Apr., 1954 139 22 52 4 1 Mu 4 40 28 
June, 1954 109 18 45 6 3 33 3 26 7 
All groups 951 30 4 9 3 29 2 30 21 
0.25 Apr., 1954 14 4 27 12 1 39 19 
June, 1954 108 6 19 2 3 16 1 17 
All groups 252 5 23 1 1 4 1 2 uu 
Oct., 1953—A 233 3 10 3 7 3 
0.1 Oct., 1953—B 475 8 21 3 2 hi 3 9 
Apr., 1954 143 16 6 21 ll 
June, 1954 104 7 “ 2 9 ll 3 
All groups 955 5 v7 2 1 8 7 7 
Oct., 1953—A 226 2 7 1 1 1 1 1 
Placebo Oct., 1953—B 472 2 6 1 1 3 
controls Apr., 1954 137 12 4 5 3 
June, 1954 50 6 2 2 2 
All groups 885 2 7 1 1 2 1 1 


*The October, 1953, groups were civilians but are divided into: A (those in outlying communities around 


Arequipa) and B (those in the city of Arequipa itself). 
personnel. 


The April, 1954, and June, 1954, groups are military 


+ Fever based on temperature readings in excess of 38° C. or on history of “fever and chilliness.” 
t In bed—individuals confined to bed for at least one day. 
** Local reactions were graded on the size of the area of redness and swelling, an area of about one inch in 


diameter being graded as 1+-. 
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indicates the frequency of the principal 
manifestations. Because such reactions 
virtually did not occur in persons 
immune prior to vaccination, computa- 
tion of the frequencies following strain 
E have been based solely on the 1,682 
persons shown serologically to have been 
nonimmune. Correlation between dose 
of strain E vaccine and the over-all fre- 
quency of reactions is not evident as it 
was in the case of immediate reactions, 
the approximate frequencies being 29, 
19, and 26 per cent after doses of 1.0, 
0.25, and 0.1 per cent yolk sac, respec- 
tively. While the occurrence of these 
delayed reactions is an obviously unde- 
sirable feature of the use of strain E 
vaccine, and while their duration ex- 
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ceeded three days in upward of 10 per 
cent of those vaccinated, less than 1 
per cent (in groups given yolk sac in 
concentrations of 1.0 per cent or less) 
were actually confined to bed and una- 
ble to carry on with their normal 
activities. 

Although the route of inoculation ap- 
peared to play no role in determining 
the occurrence of delayed reactions, age 
did seem to be a factor. Since the 
military groups were very homogeneous 
with respect to age, only the data from 
the civilian groups bear on this point. 
Of 162 children under age 15, 26 per 
cent reported reactions with 6 per cent 
Grade 2 and 1 per cent Grade 3. In 
the 15-29 year group 37 per cent ex- 


Table 6—Summary of Delayed Reactions in Groups Vaccinated with Strain E in Peru 


Per cent of Vaccinated Persons (with) 


Per cent Number 

Concentration of Reactions Nausea 

of Strain E Persons or 

Yolk-Sac Vaccination Vacci- Of all Of Grade} Of Days Duration Head- Vomit- In 
Group * nated? Grades 1 3 1-3 46 Tplus Fever ache ing Red 


10.0 Oct., 1953—A 83 20 7 
1.0 Oct., 1953—A 194 i9 10 
Oct., 1953—B 405 39 29 
Apr., 1954 99 v7 9 
June, 1954 56 21 4 
All groups 754 29 21 
0.25 Apr., 1954 71 17 ll 
June, 1954 50 22 4 


All groups 121 19 12 

Oct., 1953—A 175 16 9 

0.1 Oct., 1953—B 407 M 27 
Apr., 1954 84 12 7 

June, 1954 58 13 12 

All groups 724 26 19 

Oct., 1953—A 226 8 5 

Placebo Oct., 1953—B 472 15 13 
controls Apr., 1954 137 y 5 
June, 1954 50 4 4 


All groups 885 ll 9 


4 8 2 10 7 19 4 2 

1 8 6 5 6 18 2 1 

1 20 “4 5 ei 38 6 1 

1 10 4 3 7 7 1 
4 7 5 21 


1 15 10 4 10 29 


1 7 4 4 3 16 2 1 
2 15 16 3 6 au“ ‘ 2 
6 6 2 12 
2 2 3 2 


6 1 4 7 
8 5 2 2 “4 2 
5 4 8 
4 4 


* Vaccination groups as in Table 5. 


¢ Persons immune prior to vaccination have been excluded, except in the case of the placebo controls, since 


virtually no delayed reactious occurred in euch persons. 


t Reactions roughly graded as follows: Grade 1: headache alone for any duration (unless very intense) or fever 
and headache or other symptoms for less than 4 days. Grade 2: intense headache alone, or other combinations of 
manifestations for 4 days or more. Grade 3: more seriously ill, i.e., confined to bed for several days at home or in 


the hospital. 
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perienced reactions, those of Grade 2 
and 3 being 7 and 1 per cent, respec- 
tively. Among persons 30 years of age, 
or over, 42 per cent manifested reac- 
tions and of these 13 per cent were Grade 
2 and 5 per cent were Grade 3. 


Discussion 


In this paper an effort has been made 
to bring together all of the currently 
available information concerning strain 
E in order to evaluate its possible suit- 
ability for general use in the immuniza- 
tion of man against epidemic typhus. 
Such evaluation should involve consid- 
erations as to primary safety, degree of 
transient inconvenience resulting from 
the reactions provoked, its actual effec- 
tiveness in protecting against typhus, 
and the practicability of application 
under normal conditions of use. 

Primary safety, in part, means free- 
dom of risk to life and health of those 
vaccinated. Vaccination of upward of 
10,000 persons has resulted in no fatali- 
ties and no known instance of truly seri- 
ous illness. While close observation 
after vaccination was maintained only 
over the groups vaccinated in the United 
States (about 150) and in the Arequipa 
area (about 2,200 persons), channels 
for collecting information about serious 
illness did exist or were set up in the 
Andean areas where the vaccine also 
was used (about 8,500 persons). Hence, 
it would seem that there now remains 
little possibility that infection with 
strain E can result in serious harm. 
Another possibility which must be con- 
sidered in relation to the safety of using 
strain E is that of uncontrolled dissemi- 
nation of the agent by natural means 
within a louse-infested population and 
the possible resulting reversion of the 
strain to a virulent state. This seems 
extremely remote for several reasons. 
First, in the laboratory the avirulent 
character of strain E has proved stable 
in over 300 yolk-sac passages, 14 pas- 
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sages in cotton rats, and two or three 
passages in lice.' Second, the minimum 
infecting dose of strain E for man ap- 
parently is so high (approximately 4 
log EID) that it is doubtful whether it 
could be transmitted by lice.5 And 
third, we have yet to demonstrate that 
strain E rickettsiae can invade the blood 
of man in amounts sufficient to infect 
lice.® 

The acid test of effectiveness, of 
course, is measured in terms of resist- 
ance to disease. Data as to effectiveness 
in respect to naturally acquired infec- 
tion are not yet available, but the chal- 
lenge experiments at Parchman bear 
directly on this point. While these were 
conducted using simply those men who 
volunteered without regard to original 
dose of vaccine, it turns out that two 
of six in each of the groups challenged 
at three, seven, and 12 months and one 
of the five men challenged at 24 months 
had received immunizing inocula of 5.0 
or 4.0 log EID. Thus, it would appear 
that these smaller doses are effective and, 
indeed, are much more effective than a 
primary course of formalized vaccine. 
In view of this, some increased degree 
of discomfort and inconvenience due to 
reactions might be tolerated. Tables 5 
and 6 indicate that, when allowance is 
made for reactions in the placebo groups, 
doses of 0.25 or 0.1 per cent yolk-sac 
produce immediate reactions in less than 
20 per cent of those vaccinated, and that 
about the same proportions (not neces- 
sarily the same individuals) undergo 
reactions of the delayed type. Further, 
very few of these would be of the more 
severe type. It would appear then that 
strain E can be given in doses which 
are both effective and tolerable with 
respect to reactions. 

The fact of successful field use in 
Peru would seem to dispose of the prob- 
lem of practicability of application. The 
most important conditions of successful 
use probably relate to maintaining the 
viability of the strain E rickettsiae, both 
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during storage of the lyophilized mate- 
rial and after it has been rehydrated. 
These conditions have not yet been de- 
fined meticulously but, with long-term 
storage at about 4° C and with transport 
to the field on water ice, good results 
were obtained in Peru with vaccine 
from a single lot and used at intervals 
for up to 10 months after preparation. 
At ambient temperature and especially 
at incubator temperature (37° C), the 
dried vaccine has been found to lose in- 
fective titer rather rapidly. In the fluid 
state in the PGS diluent the material 
seems to be sufficiently stable that the 
rehydrated vaccine can be used over a 
period of several hours. From the pro- 
duction standpoint the problem, as in 
the case of 17D yellow fever vaccine, is 
one of maintaining sterility and of pack- 
aging in suitable amounts so as to avoid 
excessive wastage. 

A final point worthy of consideration 
is that of the nature of the interaction 
between strain E rickettsiae and man. 
The failure to recover the agent from 
the blood of infected persons and the 
direct relation between size of infecting 
dose and level of seroimmune response 
are reminiscent of earlier observations 
as to the behavior of strain E in the 
guinea pig and suggest that in man also 
it undergoes little or no multiplication. 
Since inactivation of strain E with 
formalin has been shown to increase the 
minimum dose necessary to elicit serol- 
ogic response by about 2.5 log EID (of 
original infectivity), it has been sug- 
gested that any increase in numbers of 
rickettsiae in man is of this order of 
magnitude. The postvaccination reac- 
tions have also been regarded as evi- 
dence of actual infection, particularly 
the development of regional lymphade- 
nitis as part of the immediate local reac- 
tion and the occurrence of reactions of 
the delayed type. The virtual limitation 
in Peru of delayed reactions to persons 
nonimmune prior to vaccination lends 
support to this interpretation of their 
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etiology. It no longer seems tenable, 
however, to regard the immediate reac- 
tions, either jocal or systemic, as mani- 
festations of infection. First, it has 
been shown that material inactivated 
with formalin will produce the local re- 
actions. And, second, prior immunity 
to typhus does not necessarily prevent 
the occurrence of either local or sys- 
temic immediate reactions. This latter 
fact suggested that the immediate reac- 
tions might be due to a nonrickettsial 
but toxic product of the infected yoix- 
sac cells. More recent evidence * leaves 
the nature of this reaction-provoking 
factor still obscure; while it cannot be 
separated from the rickettsiae by cen- 
trifugation, it also is not neutralized by 
specific antisera. 


Summary 


The origin of an avirulent strain of 
R. prowazeki (strain E) and efforts te 
evaluate it as an agent for immunization 
of man against typhus have been re- 
viewed. Work in the United States with 
about 150 volunteers served to define the 
minimum immunizing dose (about 4 
log EID) and showed that, while CF 
antibodies often disappeared within a 
year, neutralizing antibodies and ability 
to resist virulent challenge infection 
endured for at least two years. Work 
in Peru increased the number vaccinated 
to over 10,000 and provided a sound 
basis for stating that infection with 
strain E can be expected to cause neither 
deaths nor truly serious reactions. This 
work also provided added evidence for 
the uniformity of seroimmune response 
(upward of 92 per cent under field con- 
ditions) and served to define more 
precisely the optimum route (intra- 
muscular) and minimum adequate dose 
(between 4.0 and 5.0 log EID). In ad- 
dition, it helped determine the degree 
and frequency of postvaccination reac-- 
tions which, it is felt, are not sufficient 
within the dose range of 4.0—5.0 log 


: 
4 
2 


1048 


EID to offset the potential value of strain 
E as an immunizing agent. 
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Long-Term Care Recommendations 


7 The Commission on Chronic Illness has now formulated and published its con- 
ey clusions and recommendations on all facets of long-term care. These will be found 
Te in the June, 1955, issue (6:6) of the Chronic Illness News Letter. Previously 

a published were general recommendations and those concerning the patient at home 
and the patient in an institution (A.J.P.H. 45:410 (Mar.), 1955). 

The further recommendations, adopted by the commission in April, 1955, deal 
with Coordination and Integration, Personnel and Education, Research, and Financ- 
ing. These together with revisions of the earlier recommendations will be included 
et in the commission’s forthcoming report. 

- The American Public Health Association is one ef several national organizations 
that founded the commission and that currently contribute to its support. 


a 
i 
F 
1 
e 
' 
4. 
5. 
# 
; 
- 
© 
{ 
1 


Comparison of the Most Probable Numbers 
of Escherichia coli and Enterococci 


in River Waters 


WARREN LITSKY, Ph.D.; WALTER L. MALLMANN, Ph.D., F.A.P.H.A.; and 


C. W. FIFIELD 


Inasmuch as adequate numbers 
of enterococci can now be recovered 
from river water, etc., this labora- 
tory study will prove of interest to 
epidemiologists, administrators, and 
many others beside the special com- 
mittee members to whom it was 


presented. 


The use of the coliform bacteria 
and especially Escherichia coli as indi- 
cator organisms for pollution is well 
known and needs no further elaboration. 
Recenily, it has been felt that a test that 
employs the enterococcus group of bac- 
teria could serve as a supplement or a 
substitute for the above test where the 
water is used for swimming or irrigation 
purposes. 

Andrews, Broadhurst,2 Sherman,?° 
Winter and Sandholzer,'* Mallmann and 
Litsky ® have indicated that, although 
enterococci are abundant in fecal mat- 
ter, these organisms, unlike the coliform 
bacteria, are not found anywhere else 
in nature. The fact that the enterococci 
have been used much less than the coli- 
form group as indicators of fecal pollu- 
tion has been due largely to the lack of 
suitable methods for detecting and 
enumerating them. 

Past investigations have indicated 
relatively low numbers of enterococci in 
sewage or polluted water * there- 
fore, the use of these organisms as 
indicators of pollution has never been 
accepted in this country, although in 


England they are used in the routine 
analysis of water. Lattanzi and Mood, 
employing the technic of Winter and 
Sandholzer ** for the enumeration of 
enterococci, reported a ratio of 63-1 
of E. coli to enterococci in water 
samples from the harbor of New 
Haven, Conn. The Public Health 
Service, by the same technic, reported 
that the enterococci determination was a 
less sensitive measure of bacterial den- 
sities of waters than the coliform 
determination. Leininger and McCles- 
key,® using the technic of Winter and 
Sandholzer, reported that in all water 
studies high total counts were associated 
with relatively high counts of coliforms, 
E. coli and enterococci. The difference 
between relatively clean and recently 
polluted water was more strikingly 
shown by the enterococci than by the 
coliform test. 

With the advent of azide dextrose 
broth (Difco) for the detection of strep- 
tococci, the problem of using enterococci 


Dr. Litsky is associate research professor, 
University of Massachusetts, Amherst, Mass., 
Dr. Mallmann, professor of bacteriology and 
ublic health, and Mr. Fifield are at Michigan 

te College, East Lansing, Mich. 
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tion of the American Public Health Associa- 
tion at the Eighty-Second Annual Meeting in 
Buffalo, N. Y., October 13, 1954. 

Contribution No. 990 from the University of 
Massachusetts Agricultural Experiment Sta- 
tion, Amherst, Mass. 


1049 


| 


1050 AUGUST 1955 AMERICAN JOURNAL OF PUBLIC HEALTH 


as indicators of pollution had to be 
reinvestigated and reevaluated. Mall- 
mann and Seligmann,” in a comparative 
study of media for the detection of 
streptococci in water and sewage, re- 
ported that azide dextrose broth was 
far superior to any other media em- 
ployed for this purpose. Using this 
medium Mallmann and Litsky reported 
that the number of coliform bacteria 
and enterococci were recovered in about 
the same numbers from soil freshly 
treated with sewage. 

Because azide dextrose broth sup- 
ported the growth of a few other non- 
streptococcal forms, Litsky, Mallmann, 
and Fifield developed ethyl! violet azide 
broth as a confirmatory medium for the 
enterococci. It was reported that when 
using azide dextrose broth as a presump- 
tive test and ethyl violet azide broth 
for the confirmation, 100—10,000 more 
enterococci were detected in polluted 
water than were detected by other 
methods. The effectiveness of this test 
suggested that a review of the coliform 
E. coli-enterococcus ratio in polluted 
water should be undertaken. Using the 
above test, Litsky, Rosenbaum, and 
France * reported that the mean ratio of 
coliform bacteria to enterococci isolated 
from raw sewage was 13.3-l. This 
ratio was by far the lowest reported in 
the recent literature. 

Because it was felt that the ratio of 
63-1 E. coli to enterococci in water 
from the harbor of New Haven, reported 
by Lattanzi and Mood, was too high, 
the following investigation was begun 
on samples from the Connecticut River 
in the vicinity of Northampton, Mass., 
employing the method of Litsky, Mall- 
mann, and Fifield for the detection and 
enumeration of enterococci instead of 


the method of Winter and Sandholzer. 


Methods 


Fourteen sample stations were selected 
along the Connecticut River, which has 


a known degree of pollution. These sta- 
tions included both areas of low and 
high pollution. Samples were collected 
at least twice a month for periods up to 
two years. All samples were taken in 
sterile, wide mouthed, glass stoppered, 
250 ml bottles. Coilections were made 
approximately 10 feet from shore by 
means of a weighted cord. The bottles 
were then quickly raised and stoppered. 
The time elapsing between the first and 
last sample was always less than an hour. 
The samples were iced and upon arrival 
at the laboratory they were vigorously 
shaken to insure equal distribution of 
the organisms present and inoculations 
for both tests were then made. 

E. coli Determination—The method 
for determining E. coli was that recom- 
mended in Standard Methods for the 
Examination of Water and Sewage." 
Serial dilutions of these samples were 
inoculated into three lactose broth tubes 
for each dilution. The tubes were incu- 
bated at 37° C for 24 hours. Each tube, 
regardless of the presence or absence of 
gas, was then streaked on plates of 
Levine’s methylene blue agar (Difco) 
and incubated for 24 hours at 35°- 
37°C. The reason for streaking all 
tubes at 24 hours was to insure the 
detection of E. coli before possible over- 
growth by other species of the group. 
This fact was shown to be the case when 
the same lactose tubes were streaked 
both at 24 and 48 hour intervals. The 
eosin methylene blue plates were then 
read in accordance with the criteria set 
forth by Levine. These results were re- 
corded and the Most Probable Number of 
E. coli determined from the table devised 
by Hoskins.* In order to confirm this 
technic random colonies were picked 
and classified by the IMViC reaction. 

Enterococcus Determination — The 
method employed for the determination 
for enterococci was that of Litsky, 
Mallmann, and Fifield. The dilution of 
samples in amounts of inocula were the 
same as those used in E. coli determina- 
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Figure 1—Relationship of the Geometric Mean of the 
E. coli Index to the Enterococci Index. Samples 
Collected from the Connecticut River in the Vicinity 


of Northampton 


tion. Three tubes of azide dextrose 
broth (Difco) were used as presumptive 
media, inoculated and incubated at 
37°C for 48 hours. Tubes showing 
turbidity were considered positive pre- 
sumptive tests for enterococci and three 
loopfuls of the turbid broth were inocu- 
lated into ethyl violet azide broth for 
the confirmation of the presence of en- 
terococci. The tubes were incubated for 
48 hours at 37°C. The presence of 
enterococci was indicated by turbidity 
and at most times by the formation of 
a purple “button” at the bottom of the 
confirmation tube. The confirmation 
medium was essentially the same as re- 


ported by Litsky, Mallmann, and Fifield 


with one exception (five grams of dex- 
trose were used instead of 15 which was 
originally proposed ) .* 

To satisfy the validity of this test, 
random positive tubes were selected and 
enterococci isolated and classified by the 
method of Sherman.'® The MPN of 
organisms per 100 ml was then obtained 


* The formula is: 


Tryptose 20.0 
Dextrose 5.0 
NaCl 5.0 
K.HPO, 2.7 
KH.PO, 
Sodium azide 0.4 
Ethyl violet 0.00083 
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from the table devised by Hoskins and 
were calculated in a similar manner for 
both the E. coli and enterococcus. 


Results and Discussion 


In calculating the mean values of re- 
sults, the geometric means were used to 
decrease the influence of excessively 
high or low MPN values. The mean 
values plotted in Figure 1 have a definite 
positive relationship. These mean values 
are the results of not less than 10 de- 
terminations and in most cases the 
average number of determinations was 
15. The statistical analysis undertaken 
indicated a single line relationship when 
the E. coli indexes were plotted against 
the enterococci indexes (Figure 2). The 
theoretical straight line equation which 
would best fit the observed points was 
calculated to be y = 0.98 + 0.95x, v 
being the enterococci index and x the 
E. coli index (the slope of this theoreti- 
cal equation is expressed by b = 0.95 
from the generic formula y = a + bx). 
To show that an increase in one index 
is related to a statistically significant in- 
crease in the other, the “b” slope was 
compared with a slope of 0. The results 
of this test indicated that a “b” slope 
was significantly different from 0 with 
a “t” value of 2.6. 

It can be seen in Figure 2 that a 
straight line can accurately be plotted 
to fit the observed data. It is, therefore, 
evident that a definite relationship 
exists between the densities of E. coli 
and enterococci in the river water tested. 
The increase in the E. coli index is fol- 
lowed generally by a predictable in- 
crease in the enterococcus index and 
this is further borne out by a correlation 
coefficient of r = 0.84, indicating a 
direct relationship between the number 
of E. coli and enterococci. The final 
mean ratio of enterococci to E. coli iso- 
lated was 7.6-1, the greatest reported 
ratio thus far. 


Lattanzi and Mood found that the 


AUGUST 1955 AMERICAN JOURNAL OF PUBLIC HEALTH 


in Log 


ratio of E. coli to enterococci was 63-1 
in harbor water, employing the Winter 
and Sandholzer method for the detec- 
tion of enterococci; whereas the results 
of the present investigation show that 
the ratio of E. coli to enterococci is 
1-7 in river water. Thus, comparison 
of the two methods further confirms the 
work of Litsky, Mallmann, and Fifield 
in which it was stated that the ethyl 
violet azide broth method was far 
superior to the Winter and Sandholzer 
method when river water was examined. 
It should again be pointed out that the 
number of bacteria isolated from a 
sample is dependent upon the medium 
used in the isolation procedure and the 
results of this work, and more recent 
work, suggest that the reason for the low 
numbers of enterococci recovered from 
sewage and polluted waters by previous 
methods is not due to their low numbers 
but rather to the failure of the media 
employed for their isolation. 

The ratio of 7-1 enterococci to E. coli 


\ 


Figure 2—Relationship of Geometric 
Means of Observed E. coli Index to 
Observed Enterococci Index for Each 
Experiment, the Theoretical Line Be- 
ing y = 0.98 + 0.95x 
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suggests that the enterococci organisms 
be taken out of the realm of stepchildren 
and given their legitimate place in the 
field of sanitary bacteriology as indica- 


te 
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Pioneer Dental Groups Affiliate 


An affiliation of the Harvard School of Dental Medicine and the Forsyth Dental 


Infirmary for Children “promises to confer greater strength and vitality to the 
program of both institutions by coordinating their service, teaching, and research 
resources.” According to a joint announcement it “will enable them to attain the 
greatest effectiveness in performing their respective functions and rendering the 
best possible service to the community.” 

The Forsyth Infirmary was reportedly one of the first institutions in the world 
devoted exclusively to dentistry for children. The Harvard School of Dental 
Medicine wes the first dental school in this country established under university 
auspices. 

The director of Forsyth is Howard M. Marjerison, D.D.S., and the dean of the 
School of Dental Medicine is Roy O. Greep, D.D.S. 
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Factors Related to Underweight in a 
Selected Group of 100 Children 


in New York City 


ETHEL MASLANSKY AND NORMAN JOLLIFFE, M.D., F.A.P.H.A. 


The inescapable conclusion reached 
in this study—that diet education 
alone, in the conventional sense, 
cannot resolve the difficulties of 
underweight children—is one that 
calls for frequent reiteration. We 
accept it but too often fail to ap- 


ply it. 


This is a report of the epidemiologic 
factors found in a study planned by the 
staff of the lower East Side nutrition 
clinic in 1947. At that time the clinic 
undertook to study the growth patterns 
of a group of children considered under- 
weight by the arbitrary standards of the 
Faber weight and height charts. The 
boys and girls selected were of the 
Caucasian race and in the prepubertal 
period (seven—nine years inclusive) ; 
they had an I.Q. of 90-120 and lived on 
the lower East Side of Manhattan. 

The children were referred by the 
medical personnel of the Health Depart- 
ment operating in the schools in that 
section. They represent children gen- 
erally referred to nutrition clinics be- 
cause of real or suspected malnutrition. 

The routine clinic procedure for the 
study group consisted of: (1) a com- 
plete medical examination for diagnosis. 
Thenceforth, there were periodic medi- 
cal examinations; (2) I.Q. determina- 
tion to rule out those below or above 
the range of 90-120; (3) periodic finger 
tip blood for hemoglobin determination, 
and venous puncture for serum protein 
level, carotene, vitamin A, ascorbic acid 
levels, and phosphatase activity: (4) 


periodic anthropometric measurements, 
including Wetzel grid recordings; and 
(5) periodic recall diet histories. 

Referrals to this special project were 
made from February, 1947, to July, 
1948, and there were 188 who were eligi- 
ble by the standards we set up. One 
hundred and five of these continued reg- 
ularly with the project for a period of a 
little over two years, of whom the first 
100 are included in this report. 

Diet histories for two or three days 
made use of the recall method with the 
aid of food models of known amounts. 
The amount and kinds of food con- 
sumed were further delineated by check- 
ing them against the average consump- 
tion of the various groups of foods 
during a week. Thus, it was possible to 
determine whether the recall histories 
for the period of two or three days rep- 
resented a typical dietary pattern. Three 
such detailed diet histories were taken, 
one during the second visit to the clinic 
and the subsequent ones at yearly 
intervals. 


Findings 


Dietary Studies—Reported as_per- 
centages of the National Research Coun- 
cil’s Recommended Dietary Allowances 
the dietary studies are summarized in 
Table 1. While there seemed to be some 
improvement in the dietaries in Periods 
I and II, notably in calories, calcium, 
vitamin A and thiamine, the gains are 
not spectacular. The regression noted 
in Period II with respect to some of the 
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Table 1—Summary of Dietary Status of 100 Children for a Period of Two Years 


Initial Period 
Nutrients Represented as (on Second Visit Period I Period II 
Percentages of NRC to Clinic) (One Year Later) (Two Years Later) 
Recommended Dietary Number of Number of Number of 
Allowances Children Children Children 
Calories 75% and above 66 78 74 
below 75% 34 22 26 
Protein 75% and above 93 94 96 
below 75% 7 6 4 
Calcium 75% and above 78 87 81 
below 75% 22 13 19 
Iron 75% and above 76 8l 86 
below 75% 24 19 14 
Vitamin A 75% and above 7 90 84 
below 75% 24 10 16 
Thiamine 75% and above 77 90 84 
below 75% 23 10 16 
Riboflavin 75% and above 94 95 94 
below 75% 6 5 6 
Niacin 75% and above 76 75 86 
below 75% 24 25 14 
Ascorbic acid 75% and above 61 64 67 
below 75% 39 36 33 
All nutrients 90% and above 20 27 30 


nutrients would seem to be due to the 
failure to account satisfactorily for the 
effect of age. This is accomplished to 
some extent by the NRC Dietary Allow- 
ances, but there were 14 children in 
Period II who were just below 13 years 
of age but whose nutrient standard was 
placed at 14, mid-point of the 13-15 
age group. 

Food as a Factor—When the project 
began the responsibility of the nutri- 
tionist seemed clear. It was to improve 
the eating habits of these children so 
that they would eat more of a better 
balanced diet. It soon became apparent, 
however, that food availability alone was 
not the deciding factor causing their 
underweight. Nutritious food was avail- 
able to many children, but they refused 


to eat it. In many instances other chil- 
dren in the family were of normal size. 
In 28 of these families at least one child 
was overweight; 46 mothers and 33 
fathers were overweight. An emphasis 
on diet in many of the cases served to 
increase the mother’s anxiety about her 
underweight child. 

Given an opportunity the mothers, 
themselves, frequently furnished a clue 


Miss Maslansky is nutritionist in, and Dr. 
Jolliffe is director of, the Bureau of Nutrition, 
Department of Health, City of New York. 

This paper was presented before a Joint 
Sessior of the American School Health Asso- 
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School Health Sections of the American Public 
Health Association at the Eighty-Second An- 
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for their children’s underweight status. 
They described not only the meals the 
children ate, but also many relevant 
ramifications of their eating behavior— 
the individual eating idiosyncracies, the 
onset of eating difficulties—likes and 
dislikes, and whether they dawdled or 
bolted their food. This kind of discus- 
sion often led quite naturally to discus- 
sions of other areas of behavior, school 
and social adjustment, and family rela- 
tionships. We kept a detailed log of the 
mothers’ feelings and reactions, as well 
as factual data. Some of the facts about 
children’s developmental history and 
early behavior were vague or forgotten. 
On the other hand, feelings and atti- 
tudes about the husband, preoccupa- 
tions with children’s present problems 
were real and pressing and highly sig- 
nificant to the eating difficulties 
presented. 

Economic Setting—The majority of 
the families in the group came from the 
lower income brackets, with about 15 
per cent on relief; the others had a 
family income of $45-$60 a week. They 
lived for the most part in old tenements 
of the lower East Side, hut some few 
lived in housing projects. The economic 
situation seemed pressing for many of 
them, especially where the father was 
out of the home, when the children were 
young and when welfare subsistance 
seemed the only resource. Although 
many of the mothers were excellent and 
resourceful managers, the financial limi- 
tations seemed to create unbearable 
pressures. In families where there was 
a father who was employed or employ- 
able there was always the hope that the 
future might be better. 

Mother’s Attitude Toward Patient's 
Underweight—Most of the mothers had 
some feelings about the patients’ weight. 
Sixty-two expressed anxiety by word or 
deed, evident in various ways. There 
were siblings, relatives, and neighbors’ 
children who were so well developed by 
comparison. There were fathers who 


blamed mothers for the children’s eating 
difficulties, and then there was the child 
who because he was “thin and underfed 
looking” might become “ill” or “die.” 

Anxiety often leads to coerciveness. 
Forty-five mothers said they had been 
coercive at one time or another; 22 
indicated they left the children to their 
own devices in the eating situation; and 
in 33 the information was not shared 
with us. Coerciveness may include out- 
right force or more mild and subtle 
deviations. A mother told us when 
describing her child’s early eating habits 
the “motto” of the family was “feed her 
while she is unconscious” (meaning half 
asleep). We are all too familiar with 
the spectacle of mothers entertaining 
their children during meal time to divert 
their attention and force down a few 
teaspoons of a disliked food. Rewards 
and punishment are frequent expres- 
sions of coerciveness and their uses are 
varied and numerous. The mother’s 
concern about her “thin” child was ac- 
centuated by the community’s concern. 
At least 26 of these 100 children were 
in a health improvement class. Many 
more children might have been placed in 
these classes were it not for the fact that 
they attended parochial schools which 
do not have them. At least five of these 
children were sent for special convales- 
cent care during the winter season by 
community agencies. 

About a third of the mothers did not 
express anxiety about their children’s 
thinness; some of whom felt that their 
children were thin but healthy and did 
not present serious eating problems that 
concerned them. This may have been 
true for some mothers did not share any 
other information with us beyond the 
dietary histories. There were, however, 
a number of mothers who seemed un- 
concerned about their children’s eating 
habits because they lacked the capacity 
for concexn and not because the chil- 
dren ate well. 

Parental Relationships—In attempting 
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to evaluate the home situation of these 
children, using objective facts as far as 
possible, we found that 18 of the chil- 
dren came from families from which the 
fathers had deserted or the parents were 
separated or divorced. In six additional 
families, either the father or mother was 
institutionalized for physical or mental 
illness (three mental illness and three 
tuberculosis). In 10 families the father 
had died; in nine of the 10, death oc- 
curred during the children’s preschool 
period and the loss according to the 
mothers had had a traumatic effect on 
the children. In 11 families the mothers 
struggled with the problem of serious 
alcoholism on the part of the fathers. In 
12 families the mothers talked freely 
about their marital difficulties. Thus, 34 
of the children came from broken homes 
and 11 more from alcoholic homes, and 
another 12 came from homes where seri- 
ous marital Aiscord was expressed. 

Of the other 43 families, we cannot 
speak with certainty. Some of them un- 
doubtedly were well adjusted and others, 
we suspect, were not. The mothers either 
did not choose to discuss such problems 
with us, or they did not see their rele- 
vaney to the child’s eating difficulty. 
A suspicion of parental difficulty on our 
part did not warrant making the judg- 
ment that this was so. 

Attitude Toward Pregnancy—About 
a third of the mothers readily and freely 
stated that they were distraught when 
they discovered that they were pregnant. 
Six of the children were conceived or 
born out of wedlock; several of the 
mothers were very young at the time— 
15 or 16 years old. For the mothers it 
often meant exclusion from her family 
and home, for four of the children it 
meant institutionalization, or haphaz- 
ard foster home care. In six instances 
our patients were conceived when the 
mother was over 40. These children 
were from 10 to 12 years younger than 
the youngest sibling; three of these 
mothers said that they had been troubled 


by fibroids of the uterus and the preg- 
nancies, when they learned of them four 
to five months later, were completely un- 
expected. In the other 22 families the 
mothers related that the pregnancies 
were unplanned for various reasons such 
as alcoholism, illness, or economic pres- 
sures. 

A good many mothers did not freely 
verbalize their feelings with respect to 
these pregnancies but it seemed obvious, 
judging by the total family setting and 
relationships, that another pregnancy at 
that time was received with mixed 
feelings. 

Mother’s Feelings About Her Under- 
weight Child—Tendency on the part of 
mothers to make comparisons of one 
child to another is well known. These 
comparisons may not necessarily reflect 
a preference. They may be used to de- 
lineate a child’s behavior or character- 
istics or a mother’s feelings and attitudes 
toward one child as compared with 
another. 

About two-thirds of the records indi- 
cated that the mothers seemed either 
more or less involved with the children 
under our care as compared with other 
siblings. We can best illustrate this 
point by quoting verbatim from state- 
ments made by mothers. One mother 
said to us “he is just like his father, al- 
ways a chip on his shoulder.” “Danny 
(his sibling) is more affectionate, more 
attached to me.” A mother, in com- 
paring one of our patients to her obese 
sibling, said of patient, “she is timid 
and shy and not as bright as her sister, 
she (the patient) is just like me.” An- 
other mother indicated that our patient 
was “the father’s favorite,” her behavior 
reminded her of her own and she wanted 
to “knock it out of her,” “she was the 
worst child in the world,” but her brother 
was “the best child in the world.” We 
were impressed in studying these rela- 
tionships by the frequency with which 
mothers identified the child-patients 
with themselves or their husbands with 
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an unfavorable or derogatory connota- 
tion. They seemed more preoccupied 
and troubled by our patients when com- 
pared with siblings, more uncomfortable 
about their behavior and mannerisms 
and frequently more irritated by them. 
Yet, at the same time, closer to them in 
a way that rendered our patients de- 
pendent on them. 

Characteristics of the Children—To 
summarize some of the outstanding char- 
acteristics of the 100 children: there were 
51 boys and 49 girls; the median age 
was 8.8 years; three were only children; 
35 were first-born; 37 were the young- 
est—12 of whom were from five to 12 
years younger than their next sibling. As 
a group these children seemed shy, re- 
tiring, and uncommunicative with adults 
as evidenced by their clinic and school 
behavior. Reports from the schools and 
mothers indicated that about two-thirds 
of these children were “good,” i.e., well- 
behaved, quiet, and unaggressive. There 
were very few children whose behavior 
in the classroom was aggressive or ob- 
streperous; many, however, were restless 
and fidgety, talked excessively, or teased 
other children. The mothers not infre- 
quently told us that the children were 
sensitive to the teacher's attitude and 
whenever they encountered a stern, criti- 
cal teacher, the children became fearful 
and cringing. 

A number of these children seemed 
excessively conscientious about school— 
fearful of being late or absent, spending 
three to four hours a day on homework; 
many of these overly conscientious chil- 
dren would not touch food before going 
to school in the morning. A number 
of these children fell below average in 
performance in spite of the fact that 
their intelligence was within average 
range. The teachers complained that 
they were inattentive and restless or did 
not work to capacity. There were at 
least five or six children who could not 
learn to read and were referred to reme- 
dial reading classes. 


Perhaps the most impressive charac- 
teristics of the group, as a whole, was 
their dependence on their mothers. A 
number of children would insist on 
sitting on their mothers’ laps or leaning 
against their mothers during clinic in- 
terviews, although chairs were always 
provided for them. Some of the chil- 
dren refused to have psychometric ex- 
aminations unaccompanied by mothers. 
In any number of instances the mother 
reported sleeping with our patient, 
whether or not he was the youngest 
child. There were a number of children 
who had difficulty starting school; sev- 
eral of them stayed out of school six 
months or longer and one child, when 
she finally went to school, had to be 
placed in her sister’s class. There were 
many children in this group who refused 
to go to camp. One mother told us she 
sent our patient to a small camp where 
there were only nine children of the 
same ethnic group with whom she and 
our patient were acquainted, and after 
a short period he was brought home 
because he was frightened, refused food, 
and had lost seven pounds. Another 
child dreaded going to museums and 
outings with his class because it meant 
being away from his mother for the 
entire day. 

Mothers frequently voiced resentment 
and dismay over the way the children 
clung to them, refused to play in the 
streets with other children, and had few 
friends. In other ways, too, these chil- 
dren frequently demonstrated infantile 
behavior; there were many with noctur- 
nal enuresis and two who had diurnal 
enuresis. There was one boy of eight 
who insisted on being wheeled in the 
baby carriage after school. There were 
any number of children who insisted on 
being fed and many more whom the 
mothers insisted on feeding because they 
dawdled or ate less than the mothers 
expected. Mothers frequently charac- 
terized these children as “nervous and 
fidgety,” poor sleepers, and nail biters. 
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Nature of the Eating Problem—We 
found that about one-third of the chil- 
dren had what we considered serious 
food dislikes. About 10 of the children 
drank less than two glasses of milk a 
day. On the other hand, there were a 
number of children who drank excessive 
amounts of milk, as much as two quarts, 
and excluded meats and vegetables. The 
tendency to depend on liquid or semi- 
solid foods was far from uncommon. A 
number of children in this group (about 
20) disliked meat, or limited their choice 
to one or two, mostly hamburgers and 
perhaps cold cuts. 

Vegetables were beyond doubt the 
most widely disliked group of foods. The 
rejection sometimes extended to all 
vegetables, raw or cooked, or the choice 
was limited to only one or two. There 
were several children who refused to eat 
any protein foods of animal origin. An- 
other characteristic of some in the 
group of children was that they limited 
their eating pattern with a determined 
inflexibility to a few foods—milk and 
starches, or meats and starches, or soups 
and milk. A number of children seemed 
inordinately fond of sweets. 

Mothers frequently complained of a 
lack of interest in eating on the part of 
these children and described them as 
being too “lazy” to eat, or “picky” or 
“fussy.” They were erratic in their eat- 
ing habits, sometimes insisting on the 
same food for several days. One mother 
said her son ate only waffles for three 
consecutive days. Another aberration 
that characterized the eating habits of a 
group of children, and these groups are 
not mutually exclusive, was not expressed 
in terms of a limited choice of foods, but 
by the eating behavior. For example, 
a child of seven or eight, or even nine, 
often insisted on being fed by the 
mother, either for the whole meal or 
when eating foods that he did not like. 
Several children who had young siblings 
reverted to eating baby foods. Meal- 
time often became a period of fuss and 


fury, a tug of war between mother and 
child, with threats if the child refused 
to eat and unfavorable comparisons 
with siblings and cousins and neighbors’ 
children. The children ate little, daw- 
died, cried, wrangled promises from 
mothers fo. movies, bars of chocolate, 
and whatnot. 

There was a group of children who 
seemed to eat well and the diet histories 
indicated no serious dislikes. Some of 
them ate heartily and in a few instances 
mothers said even gluttonously. There 
was one little boy whose three sisters 
were well developed and the mother was 
not only concerned about his size, but 
equally concerned about a_ persistent 
cough for which there seemed to be no 
physicial basis. This child had a very 
difficult time in school because his two 
older sisters were excellent students. 
He was somewhat less than average in 
his performance and the teachers did 
not spare him. It was interesting to 
observe that during the summer he 
gained nicely, and when he was trans- 
ferred to another school his mother was 
very much pleased with his physical 
progress. His cough incidentally abated 
during the period he came to the clinic. 

Mother’s Concept of Origin of Eating 
Difficulty—Twenty mothers indicated 
that their children did not present eat- 
ing difficulties, and the dietaries of many 
of these children seemed completely 
satisfactory, or were somewhat below 
NRC Recommended Dietary Allowances 
in only one or two nutrients, notably A 
and C; 21 mothers steadfastly main- 
tained that they always had eating prob- 
lems with their children. This con- 
cept was consistently expressed in terms 
of “he was a poor eater from the day 
he was born,” or “he was a colicky baby, 
he cried day and night and refused 
food,” and similar statements. Many 
of these mothers mentioned difficulty in 
finding proper formulas, or difficulty in 
adjusting to a formula after a short 
period of breas: feeding. Seven moth- 
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ers attributed their children’s eating 
problems to the period of weaning at 
which time milk was refused and the 
pattern continued. Eighteen mothers 
traced the eating problems to periods of 
illness. Actually, 15 of these 18 chil- 
dren were hospitalized for a period vary- 
ing from several days to 13 months. 
Some of these children also were sent 
away for convalescent care after the 
period of hospitalization. 

Twelve mothers felt that the eating 
problem had its onset at about the age 
of two, or at the age of about five, when 
the child was sent to a play school, or 
to elementary school. Several motlers 
had to give up their jobs because their 
preschool children would not eat in the 
play school. A few mothers told us that 
they could get their youngsters to go to 
school only if they bribed them with 
candy bars. Twenty-two mothers had 
no idea just when the eating difficulty 
started. 


At this point it might be well to 
clarify what this study does not pretend 
to represent. It is not a highly scientific 
effort with carefully balanced control 
and study groups set up to measure 
clearly defined variations in response to 
a set of conditions. Nor is this a psy- 
chiatric study of the dynamics of the 
eating behavior in all its subtle ramifica- 
tions. Instead, it represents a joint 
effort on part of the clinic and mothers 
to examine the factors that seemed to 
have a bearing on the children’s under- 
weight. 

It is well established from clinical 
observation and psychiatric practice that 
the infant’s life is centered around his 
biologic need for food and love. The 
first emotional relationship between 
mother and child is formed through the 
feeding process. This biologic need for 
food becomes a vehicle for the expres- 
sion of feelings and the formation of 


attitudes for the child. And the process 
of feeding the baby has emotional com- 
ponents for the mother. Mother and 
food become inextricably related for the 
infant and disturbances in the mother- 
child relationship may be reflected in 
eating difficulties. According to Spock 
anxiety on part of the mother is chiefly 
responsible for the development of feed- 
ing problems and even the relatively 
stable mother may become overanxious 
particularly during periods of stress or 
when overwhelmed by rigid and au- 
thoritative advice. 

The emphasis which the anxious 
mother tends to bring to the feeding 
situation, her need to stress the mechani- 
cal aspects of feeding, her concern about 
the amount of food her child eats, and 
her coerciveness may provoke a series 
of responses from the child. He may 
use eating or rejecting food as a basis 
for his relationship with his mother. He 
soon learns that it is a forceful weapon 
and can be utilized to achieve power 
over his mother. Spock and Huschka * 
stated that in response to coerciveness 
“the baby’s obstinacy and hostility be- 
come aroused and overdeveloped and 
will tend to persist. He learns to prefer 
to fight even if he has to go hungry to 
do it.” 

Lurie * reporting on a group of under- 
weight children and Bruch® studying 
the family frame of overweight noted 
that disturbed family relationships char- 
acterized these homes. The mother be- 
cause of inner tensions and unhappiness 
may tend to be overprotective, to pro- 
long the period of infancy, and create 
a milieu for the child where food fads 
are developed and the eating behavior 
disturbed. Eating disorders generally 
occur in the first two years of life, ac- 
cording to Spock.2. They may be ag- 
gravated at later periods. Lehman ® 
stated that changes in the mode of feed- 
ing may engender eating problems, par- 
ticularly when the child is not ready for 
them—a change from breast to bottle, 
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weaning, or the introduction of solid 
foods. Emotional stress such as separa- 
tion from a parent or birth of a sibling 
may cause lessened appetite. Illness or 
convalescence is another occasion when 
feeding problems and specific food dis- 
likes may occur. 

Many of these circumstances are com- 
mon experiences of all children. The 
manner in which these experiences are 
handled by the parents is crucial. 


Summary and Conclusions 


We have reported on our experience 
with a group of 100 underweight chil- 
dren whose growth patterns were studied 
at the nutrition clinic. We found this 
physical syndrome constituted a prob- 
lem to the mother, child, and community 
regardless of its clinical significance. 
Diet education alone, in the conventional 
sense, could not resolve this problem. 
Indeed, it often heightened the mother’s 
anxiety about her underweight child. 

A search for more effective ways of 
dealing with the problem led to the 
exploration of some of the conditioning 
factors. Ignorance and economic pres- 
sures undoubtedly were involved, but it 
is difficult to evaluate to what extent, for 


often they were complicated by physical 
and social ills that impaired the moth- 
er’s capacity to function adequately. 
What emerges most clearly from 
our study is that most of these children 
presented eating problems that began in 
infancy or early childhood and were 
rooted in the social, cultural, and psy- 
chologic complexities of their environ- 
ment. A better understanding of the 
individual, the family setting, and the 
factors that motivate eating behavior 
will stimulate the development of new 
approaches to the problems of nutrition 
education, to the end of improving our 
services to those who seek our help. 
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The Health Officer's Dilemma on Poliomyelitis Vaccine 


*$ The recent scarcity of reference to poliomyelitis in the page-one headlines of most 
newspapers throughout the country suggests a diminution in public and professional 
interest or concern with the disease and its prevention through vaccination. 
Actually, this temporary respite from the feverish excitement, stemming from the 
report of the Poliomyelitis Vaccine Field Trial on April 12 and the subsequent 
problems associated with the safety of the vaccine, is more apparent than real. 

Local and state health officers find themselves in the dilemma of not knowing 
whether the supply of vaccine will start to flow tomorrow, next monta, or even later. 
Ordinarily, this circumstance would create no problem, but in this instance, since we 
are in the midst of the poliomyelitis season, it seems likely that public demand for 
vaccine will be intense, especially if a small and inadequate supply is available. In 
the face of these uncertainties, the health officer has had to plan for the extreme 
situations of administering vaccine to all children in specified age groups (one to 
19 years in New York State, for example) or, in the absence of vaccine, to no one. 
His thinking on this subject has been modified from day to day as he has read the 
latest word on vaccine supply in the daily press or elsewhere. 

Inevitably he has been impressed with the administrative difficulty of inoculating 
large groups of children in a systematic fashion when schools are closed with 
teachers, physicians, children, and his own staff scattered widely on vacation. On 
the other hand, if vaccine becomes available during the summer months, under- 
standably he would be loath to admit publicly that no vaccination program is being 
carried out because of administrative difficulties. 

His problems are compounded by the differing opinions of physicians as to 
the scientific basis for urging vaccination at this time rather than postponing the 
program until fall. The Committee for the Control of Infectious Diseases of the 
American Academy of Pediatrics at its meeting on June 15 adopted a resolution 
urging that “injections of this vaccine be discontinued for the present.” This state- 
ment has been widely circulated to pediatricians and other physicians. The medical 
profession is understandably confused, since equally positive and widely accepted 
recommendations of several national expert committees have stated that vaccination 
should be continued “even if ‘the presence of a rising incidence of poliomyelitis in 
the community.” 

These different points of view center around the issues of vaccine safety and its 
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possible role in provoking paralytic poliomyelitis. The Public Health Service 
Technical Report on Poliomyelitis Vaccine issued June 10 (reviewed in the July 
Journal) presents in its 163 pages much to suggest that the amended minimal 
requirements for the production and testing of poliomyelitis vaccine now in force 
have produced and will continue to produce a safe vaccine. The problem of provo- 
cation was considered in detail at a meeting on June 18 called by the National 
Foundation for Infantile Paralysis. The recommendations of that group, including 
representatives from the American Academy of General Practice, American 
Academy of Pediatrics, American Medical Association, American Public Health 
Association, Association of State and Territorial Health Officers, Public Health 
Service, the Vaccine Advisory Committee of the National Foundation for Infantile 
Paralysis, and other special consultants were widely publicized through individual 
letters to every practicing physician in the United States. Although the existence of 
a provoking effect was accepted without question, the group unanimously agreed 
that the small hazard from provocation was heavily outweighed by the benefits of 
immunity derived from poliomyelitis vaccination. Among the supporting arguments 
for this point of view were the following: (1) poliomyelitis vaccine has been shown 
to reduce greatly the incidence of the paralytic disease; (2) the vaccine is expected 
to produce some antibody within one week to 10 days following the first dose and 
even small amounts of antibody may be expected to have some effect in preventing 
paralytic poliomyelitis, thus preventing provocation except during a very brief 
period; (3) experience with gelatin inoculations during the course of the intense 
1952 Sioux City epidemic of poliomyelitis demonstrated no significant provocation; 
(4) experimental evidence in monkeys indicates that the provoking effect of saline 
(which makes up all but about 1 per cent of poliomyelitis vaccine) is relatively less 
than when unrefined materials are injected; (5) during the 1954 field trials and 
in the use of poliomyelitis vaccine thus far in 1955, there has been no evidence of 
provocation in those areas where vaccination was carried out in the presence of 
poliomyelitis in the community; (6) the small risk of a provoking effect can prob- 
ably be reduced still further by avoiding such injections in individuals while they 
are exhibiting symptoms of minor illness, or in family associates of a case of 
poliomyelitis. 

Some health officers have wondered whether the added benefits achieved by a 
second dose of vaccine are sufficient to justify the tremendous effort needed to 
carry out a program of second inoculations during the summer months. Salk has 
recently reaffirmed his stand that the second dose is an important step toward 
achieving optimal response to the vaccine. Only 80 per cent of those children 
initially without detectable antibodies to any of the three types of poliomyelitis 
respond with the production of antibodies following a single dose of vaccine. The 
second dose goes a long way toward filling in the gap for the remaining 20 per cent 
and, furthermore, adds appreciably to the titer of antibody in the remainder. In 
the opinion of many, the only real deterrents to proceeding immediately to further 
vaccination are the administrative difficulties and, of course, the delay in release of 
vaccine. 

In the face of all these uncertainties and honest differences of opinion, the state 
health officers were queried early in July by the National Foundation for Infantile 
Paralysis as to whether they would proceed as soon as vaccine becomes available to 
give second doses of vaccine to the children of the first and second grades, plus 
booster inoculations to those vaccinated in 1954. The initial response indicated that 
eight states had already started or completed these inoculations. Twenty-six others 
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signified willingness to go ahead immediately, seven were undecided, and only eight 
(including Washington, D. C.), had definitely decided to postpone vaccinations 
until fall. 

It remains to be seen whether adequate quantities of vaccine will be released so 
that this program may be implemented before schools open. Public patience and 
understanding are due the health officer who must make sound decisions in the face 
of this complex problem, involving scientific, administrative, and tremendous public 
relations aspects. The one thought held in common by all is the earnest desire to 
prevent as much paralytic poliomyelitis as possible. 


(The Journal is indebted to Robert F. Korns, M.D., director, Bureau of Epidemiology and 
Communicable Disease Control, State Department of Health, Albany, N. Y., for assistance in 
the preparation of this editorial.) 


Maryland State Court of Appeals Upholds 
the Baltimore Bathtub Decision 


*$ In an editorial in the March, 1955, issue of the Journal the Circuit Court deci- 
sion in Baltimore, Md., was noted. The decision rendered on October 22, 1954, 
upheld the Baltimore City Health Department’s regulation of March 11, 1954, 
requiring a bathtub or shower for individual dwelling units throughout the city. 
The regulation, which becomes effective January 1, 1956, had been adopted pursu- 
ant to the city ordinance on the hygiene of housing. 

The second chapter in this legal drama was enacted before the Maryland Court 
of Appeals during recent weeks. This state court of review filed its opinion or May 
12, 1955, affirming the decree of the lower court. 

With this high court decision, the legal challenge of the Baltimore bathtub 
regulation has now run its course in an expeditious manner. Baltimoreans have been 
given fair warning that the regulation is a legitimate exercise of the City Health 
Department’s powers and will be enforced. 

The full Court of Appeals decision will appear in the June, 1955, issue of the 
Baltimore Health News, and the full text of the opinion on this regulation rendered 
in the Circuit Court of Baltimore City appeared in the November, 1954, issue of the 
Baltimore Health News. 

Both opinions are studded with legal references. The texts of these two 
opinions now made available will be of interest to health administrators who are 
contemplating or engaged in the study or application of the provisions on bathtubs 
or showers that appear in the Proposed Housing Ordinance, a report prepared by 
the Committee on the Hygiene of Housing of the American Public Health Associa- 
tion. Section 5.3 of that proposed housing ordinance includes the requirement that 
dwelling units “shall contain, within a room which affords privacy to a person 
within said room, a bathtub or shower in good working condition and properly 
connected to a water and sewer system approved by the health officer.” In addition, 
Section 5.5 of the proposed housing ordinance requires that every bathtub or 
shower shall be properly connected with both hot and cold water lines. 

Late as this requirement may be in United States’ public health practice, it is 
gratifying that the courts, at least in Maryland, do not propose to block these 
provisions for decent living. 
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What About Chronic Disease? 


*~ The American people are becoming increasingly aware of the vast economic and 
social problems posed for our national life by the existence of millions of chronically 
ill and disabled persons in our midst. These problems will become even more 
serious in the forseeable future as a result of the aging of our population. The 
chronic diseases are manifest in their most acute form in the population groups past 
45 years of age. 

Fortunately, the public health professions recognize that the problems surround- 
ing chronic illness and disability constitute a community health responsibility of 
the first magnitude. Health departments at both the state and local levels have 
begun to recognize their vitally important roles in meeting these problems within 
the framework of community-wide effort. The health department is meeting these 
problems today in some areas in three ways: (1) Through providing stimulation 
and leadership to the community in its efforts to cope with various facets of these 
problems; (2) through acting as the coordinating link among community activities; 
and (3) through provision of direct services to chronically ill and disabled indi- 
viduals, the services focused primarily around prevention and rehabilitation. 

The American Public Health Association is sponsoring under its Committee on 
Administrative Practice a study in the field of chronic illness, the major objectives 
of which are: (1) To discover what is now being done by official and nonofficial 
health agencies to meet and alleviate the problems of chronic illness and disability 
on a community-wide basis; and (2) to determine what can practically be accom- 
plished along these lines by official and nonofficial health agencies. 

Since chronic illnesses and their attendant disabilities now represent leading 
causes of mortality in the United States, and because they contribute substantially 
to the total national morbidity picture, the current study should be of interest to all 
organizations and agencies dedicated to the extension of the life expectancy of the 
American people. Here is a place where a modest investment of funds for such a 
study should be eminently valuable for the long job ahead. 


¥ 
| 


Clearing House on Public Health Salary 
Information and Personnel Needs 


The Public Health Worker's Job 
What the job of the public health 


worker is, how he prepares for it, how 
he does it, and how he feels about it 
have been under study at Yale Univer- 
sity in the Department of Public Health. 
The results of this study are now being 
made available in a series of papers un- 
der the over-all title of “The Yale Study 
in Public Health Administration.” The 
first, entitled “A Method for Studying 
the Public Health Worker and His Job,” 
appeared in Public Health Reports for 
May, 1955. This was followed in June 
by “A Time Study Method for Public 
Health.” 

Others are “Functional Distribution 
of Time in Five County Health Depart- 
ments” in July. “Functional Distribu- 
tion of Health Department Time,” “Edu- 
cation of Public Health Workers,” 
“Experience of Public Health Workers,” 
and “How the Public Health Worker 
Feels About His Job,” are planned for 
subsequent issues. 

Authors of the papers are Drs. 
Edward M. Cohart and William R. Wil- 
lard and William McC. Hiscock. The 
study originally was sponsored jointly 
by the Committee on Professional Edu- 
cation of the American Public Health 
Association as background for planning 
the Association’s recruitiaent program. 
The study was made possible by grants 
from the National Tuberculosis Associa- 
tion and the National Institutes of 


Health. 


Tropical Medicine Fellowships 


The Louisiana State University has 
received from the China Medical Board 
of New York a grant of $80,000 to sup- 


port a two-year program of fellowships 
in order that teachers of tropical medi- 
cine and parasitology in United States 
medical schools may obtain practical 
experience in these subjects in the 
tropics. A recent survey of the instruc- 
tion in these subjects in the medical 
schools and of the qualifications of the 
faculty members conducting the instruc- 
tion indicated that the amount of time 
allotted to parasitology has decreased 
only slightly since World War II, but 
that tropical medicine as a teaching 
entity has almost disappeared. The sur- 
vey further revealed that over half of the 
teachers of parasitology have had no ex- 
perience in the tropics. 

Fellows will have a brief period of 
orientation at the School of Medicine. 
Louisiana State University, before pro- 
ceeding to the tropics. During the early 
part of the program they will receive 
experience in San Juan de Dios Hospi- 
tal, San Jose, Costa Rica, and in the 
School of Medicine, University of 
Puerto Rico, San Juan. 

The first fellowship period is July and 
August, 1955. The fellows for this pe- 
riod have been selected. Tentatively. 
four fellowship periods are planned for 
each year with one-month intervals be- 
tween periods. The program will be 
administered by William “’ "rye, M.D.. 
dean, School of Medicine, and Henry E. 
Meleney, M.D., research professor of 
medicine. Further information from 
Dr. Meleney, School of Medicine. 
Louisiana State University, New Orleans 


12, La. 


Occupational Skin Problems 


A one-week course in Occupational 
Skin Problems will be given at the Uni- 
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versity of Cincinnati, October 10-14, 
1955, by the Institute of Industrial 
Health. Collaborating with the Occu- 
pational Health Program of the Public 
Health Service in the course are the 
Departments of Preventive Medicine and 
Industrial Health and of Dermatology 
and Syphilology of the university. At- 
tendance will be limited. 

The course is designed to give physi- 
cians a greater understanding of cutane- 
ous problems of occupational origin. 
Three daily sessions will consist of 
morning lectures and clinical demon- 
strations, afternoon field instruction in 
industrial plants, and evening panel dis- 
cussions. Detailed consideration will be 
given to the etiology, diagnostic evalua- 
tion, and treatment of occupational 
dermatoses, as well as specific measures 
for prevention and control of these prob- 
lems. Current concepts regarding cu- 
taneous cancer, allergic reactions, and 
medicolegal problems will be discussed. 

Further information and application 
blanks from the Secretary, Institute of 
Industrial Health, Kettering Laberatory, 
Eden and Bethesda Aves., Cincinnati 19, 
Ohio. 


Accident Prevention Program 


A training program in accident pre- 
vention to make future physicians 
accident-hazard conscious has _ been 
established in the Pediatrics Department 
of the University of California School 
of Medicine, Los Angeles. Directors are 
Drs. John N. Adams and Harry F. 
Dietrich. In announcing the program, 
the latter pointed out that many of the 
more than 10,000 fatal and more than 
40,000 crippling accidents among chil- 
dren annually could be prevented if as 
much attention were devoted to accident 
prevention as to disease prevention. 


Grants in Cancer Research 


Acting for the American Cancer 
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Society, the Committee on Growth of the 
National Academy of Sciences-Research 
Council is accepting applications for 
grants-in-aid for cancer research in the 
United States. Applications received 
before October 1 will be considered for 
grants that become effective on July 1, 
1956. Investigators now receiving sup- 
port will be notified regarding applica- 
tion for renewal. 

Because the committee believes that 
an understanding of cancer depends 
upon a deeper insight into the nature of 
the growth process, normal and malig- 
nant, the scope of the research program 
is broad. In addition to clinical investi- 
gations on cancer, it includes fundamen- 
tal studies in the fields of cellular 
physiology, morphogenesis, genetics. 
virology, biochemistry, metabolism, nu- 
trition, cytochemistry, physics, radio- 
biology, chemotherapy, endocrinology. 
and carcinogenesis. The committee is 
particularly interested in encouraging 
research in the epidemiology of cancer. 

Application blanks and further in- 
formation from the Executive Secretary, 
Committee on Growth, National Re- 
search Council, 2101 Constitution Ave.. 


N.W., Washington 25, D. C. 


Fringe Benefits in Milwaukee 


The Milwaukee Citizens’ Governmen- 
tal Research Bureau has studied the 
fringe benefits of city employees. These 
benefits are compared particularly to 
those in industry as found in a recent 
nation-wide study by the U. S. Chamber 
of Commerce. Fringe benefits of Mil- 
waukee employees average 25 per cent 
of total payroll, of industry employees, 
19 per cent. The chief area in which 
the Milwaukee benefits are larger is in 
time-not-worked payments. Vacations, 
holidays, and sick leave account for 14 
per cent of the city’s payroll, and 8 per 
cent of industry’s. Workmen’s and un- 
employment compensation, on the other 
hand, bulk larger in industry. 
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Such comparisons are valuable in 
helping both employees aad taxpayers 
to understand the salary situation. How- 
ever, it must be remembered that com- 
parison of a national average and a 
single community does not have as much 
validity as comparison of public employ- 
ment and industry in the single com- 
munity, or comparison of both on a 
nation-wide basis. 

The five-page summary is available 
from the Citizens’ Governmental Re- 
search Bureau, 125 E. Wells St., Mil- 
waukee 2, Wis. 

In Lubbock, Tex., Public Management 
for June, 1955, reports, the cash value 
of fringe benefits received by city em- 
ployees amounts to about 15 per cent of 
the total salary. 


Laboratory Diagnosis Courses 


The Public Health Service’s Com- 
municable Disease Center in Chamblee, 
Ga., has announced the schedule of 
laboratory refresher training courses in 
the Laboratory Branch for 1955-1956. 
The first course starts on September 12, 
a two-part course in Laboratory Diag- 
nosis of Bacterial Diseases. Part 2 be- 
gins on September 26. Each is two 
weeks in duration. A two-part course 
of four and three weeks’ duration, re- 
spectively, in Laboratory Diagnosis of 
Parasitic Diseases is also offered. 

A two-week course in Laboratory 
Diagnosis of Viral and Rickettsial 
Diseases is given in October and re- 
peated in March. A one-week course in 
Diagnosis of Rabies is offered in Octo- 
ber and March. A two-part course in 
Laboratory Methods in Medical Mycol- 
ogy will be offered consecutively from 
October 31 to November 11. 

Laboratory Diagnosis of Tuberculosis, 
Laboratory Methods in the Study of 
Pulmonary Mycoses, Diagnostic Meth- 
ods in Veterinary Mycology, and Diag- 
nosis of Malaria complete the offerings 
except for a number of courses offered 


by special request or arrangement only. 

Complete information and application 
forms from Laboratory Training Serv- 
ices, Communicable Disease Center, 


Chamblee, Ga. 


Salaries in Salt Lake City 


The annual report of the Salt Lake 
City Civil Service Commission includes 
proposed health department salary 
schedules for nurses, sanitarians, labora- 
tory personnel, and clerks. These pro- 
posed scales might be useful to depart- 
ments in some of Utah’s neighboring 
states, though they are lower than pre- 
vailing rates in the Pacific Coast and 
North Atlantic states. 

The Salt Lake City department serving 
about 185,000 population is headed by 
a part-time health officer. The staff 
classified under civil service numbers 
83—33 nurses, 30 sanitarians, three 
laboratory personnel, three weights and 
measures employees, one VD field in- 
vestigator, three vital statistics registrars 


or clerks, and 10 other clerks. 


1956-1957 Fulbright Scholarships 


The Committee on International Ex- 
change of Persons announces its 1956— 
1957 programs of university lecturing 
and research under the Fulbright Act. 
Among the nearly 200 lectureships and 
nearly 150 research openings available 
in 11 European and two Middle East 
countries, Japan, and British colonial 
dependencies are a number of interest 
to public health workers. Among them 
are public health lectureships in both 
Iraq and Japan; Speech Pathology in 
Belgium and Denmark, the former with 
particular reference to cerebral palsy; 
Public Relations in Cancer Research or 
Medical Uses of Atomic Energy in Bel- 
gium; Home Economics in Finland and 
France; Rural Sociology in Italy, and 
others. Research openings are fairly 
flexible in a number of the countries. 
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The closing date for applications is 
October 1, 1955. Detailed information 
and application forms from Conference 
Board of Associated Research Councils, 
Committee on International Exchange 
of Persons, Washington 25, D. C. 


Physical Rehabilitation Seminar 


The Institute of Physical Medicine 
and Rehabilitation of the New York 
University-Bellevue Medical Center an- 
nounces its 1955-1956 seminars in 
physical rehabilitation methods for 
nurses. 

The three-week course is scheduled for 
October 24—November 11, 1955, Janu- 
ary 9-27, and April 2-20, 956. It is 
open to registered nurses of at least one 
year’s experience. The course includes 
Severe Disabilities and Their Rehabili- 
tation, Skills and Methods of Functional 
Activities, and Clinical Observation and 
Practice. Provision is made for an op- 
tional one to four weeks for additional 
clinical observation, practice, and field 
trips. 

Tuition is $60. Rooms can be pro- 
vided at approximately $22. Veterans 
may enroll under the provisions of P.L. 
346 or P.L. 16. 

Application forms and further infor- 
mation from Mrs. Edith Buchwald 
Lawton, Institute of Physical Medicine 
and Rehabilitation, 400 East 34th St., 
New York 16, N. Y. 


Endocrine Society Scholarships 


The Endocrine Society announces the 
availability of scholarships for estab- 
lishing investigators and teachers in en- 
docrinology who wish to extend their 
opportunities for work either in this 
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country or abroad. Awards, not exceed- 
ing $2,500 annually, will be made on 
the basis of proposals, including esti- 
mated need for travel, maintenance, and 
other expenses, submitted by the appli- 
cant. 

The awards are made possible through 
granis of the Schering Corporation and 
the Upjohn Company. Applications 
should be made by November 1. Dr. 
H. H. Turner, 1200 N. Walker St., 
Oklahoma City, Okla. 


Alternate Study and Work 


“Cooperative Education in the United 
States,” prepared by Henry H. Armsby 
of the U. S. Office of Education, dis- 
cusses the advantages of what is known 
as cooperative education. Started in 
1906 by the University of Cincinnati the 
plan combines supervised work experi- 
ence as part of the formal university cur- 
riculum. A period of the usual instruc- 
tion at the University and a period of 
university supervised work experience in 
a selected industry are alternated. The 
work experience is related to the aca- 
demic instruction. According to the 
Office of Education report there were in 
1953-1954 cooperative programs in 35 
colleges and eight technical institutes; 
22,528 students were employed in 4,340 
industrial firms and governmental 
agencies. 

There may be something here that 
could help health departments fill per- 
sonnel vacancies. The plan would seem 
to have usefulness in recruitment. 

The present is a revision and broaden- 
ing of a 1949 Bulletin, “A Survey of 
Cooperative Engineering Education.” 
Bulletin 1954, No. 11, Gov. Ptg. Office, 
Washington 25, D. C., 25 cents. 
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Books and Reports 


All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


Financing Hospital Care in the 
United States—( Vols. 1, 2, and 3). 
New York, N. Y.: Blakiston Division, 
McGraw-Hill (330 W. 42nd St.), 
1954-1955. 


General Comments 


In 1951 the American Hospital As- 
sociation established an independent 34- 
member Commission on the Financing 
of Hospital Care “to study the costs of 
providing adequate hospital services and 
to determine the best systems of payment 
for such services.” The two-year study 
reviewed a monumental amount of ma- 
terial. A large part of each of the three 
volumes is devoted to the presentation 
of the factual data and opinions consid- 
ered appropriate by the staff of the 
commission for support of the recom- 
mendations of the commission. While 
one may wonder, as did at least two 
commission members, why some items 
were omitted, these volumes nevertheless 
constitute the most concise sources of 
basic current information on voluntary 
hospital financing. There is particular 
reference to the role of tax-supported 
medical care programs and voluntary 
prepayment plans. 

An attempt is made to place the hos- 
pital industry in the larger setting of 
our economy as a whole. However, the 
relationship of the hospitals to other 
units of the health industries is men- 
tioned only as the relationship bears 
overtly on the financing of hospital care. 
In general, the financing of hospital care 
is viewed as a unique and separate entity. 
This failure to place hospitals within 
the setting of over-all health resources 
and services results in several unrealistic 
discussions and implies continued com- 
petition between the various types of 


providers of service for shares of the 
consumer’s prepaid health dollar. 

Most of the recommendations relat- 
ing to the control of costs will be con- 
sidered sound. Many of the recommen- 
dations concerned with prepayment for 
hospital care are already widely accepted 
and this authoritative restatement will 
aid in their implementation. The rec- 
ommendations on financing care for low- 
income groups range from the generally 
acceptable to the highly controversial. 
All deserve thought and discussion. 

The usefulness of these volumes is 
unfortunately not enhanced by the 
blurry reproduction of charts and 
graphs and the poor binding. 

Factors Affecting the Costs of 
Hospital Care (Vol. 1)—Edited by 
John H. Hayes, 1954. 299 pp. Price, 
$4.00. 

This is not only a “must” book for 
hospital administrators, but will help 
other medical administrators understand 
the hospitals in their own communities. 
Further, it states in simple language a 
good many valuable administrative 
principles which should prove useful in 
any organization. The costliness of 
hospital care calls for a maximum of 
efficiency in the day-to-day and year- 
round use of the hospital. Mr. Hayes 
and his staff have very neatly developed 
the picture of such efficiency in the 
second half of this book. 

The first half is devoted to a choppy 
portrayal of hospital economics. There 
is a confusing use of economic terminol- 
ogy and concepts. Some are inappro- 
priate to say the least, such as those 
relating the rise in hospital costs to the 
gross national product rather than to the 
goods and services which hospitals ac- 
tually buy. The sections on changes in 
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cost due to the overdue upgrading of 
hospital workers and to the increase in 
available services are weil done. The 
very brief chapter on budgeting as a tool 
for control of costs is an excellent guide 
for administrators. There is a useful 
summary of each chapter and an ap- 
pendix including the report of the North 
Carolina hospital study. 

Public health people should read this 
volume. It will help them play a more 
effective part in the community move- 
ment for better health services for all 
people. 

Prepayment and the Community 
(Vol. 2)—Edited by Harry Becker, 
1955. 356 pp. Price, $4.50. 

The body of this volume presents a 
detailed picture of the background, 
status, and potential of voluntary pre- 
payment for hospital care. Emphasis is 
on the role of Blue Cross, but commer- 
cial carriers receive attention. The alert 
consumer, the trade union, and busi- 
ness representatives concerned with 
health and welfare negotiations, the in- 
terests behind the Blue Cross Boards 
and the boards themselves will find the 
information on benefit provisions and 
the gaps therein of great value. This 
section introduces to the public the con- 
cept of the “benefit precedent level” — 
the benefit which best meets hospital 
charges for a specified service and is 
already in effect for a million or more 
subscribers. This is offered as a “real- 
istic yardstick against which to measure 
existing benefit provisions” and should 
be useful in improving such provisions. 
Of equal interest, but somewhat more 
noble and less realistic in its reeommen- 
dations, is the series of chapters on pop- 
ulation coverage. 

The chapter, cleverly entitled, “Can 
We Afford the Cost of Filling the Gaps. 
..” is the short course from a debater’s 
handbook, and knocks over straw men 
to provide the intended answer. Three 
final chapters present a clear picture of 
factors which influence the costs of pre- 
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payment and of the sites of responsibility 
for these factors. Health workers will 
be glad to learn that “both the prepay- 
ment agency and the hospital are con- 
cerned with raising the health standards 
of the total community and helping the 
public keep well.” 

Recommendations are followed by 
two dissents which not only offer a dif- 
ferent approach to the recommendations, 
but imply several new principles which, 
had they been accepted before the re- 
port was written, would have required 
a more realistic facing of problems. Es- 
sentially these principles would state that 
the financing of hospital services must 
be approached with an understanding of 
their place in the total pattern of pro- 
duction of goods and services in the 
American economy and of their place 
in the total pattern of the goods and 
services required for the achievement 
and maintenance of health. 

Financing Hospital Care for the 
Nonwage and Low-Income Groups 
(Vol. 3)—Edited by Harry Becker, 
1955. 110 pp. Price, $2.50. 

This represents a more detailed: dis- 
cussion of a subject raised in a 25-page 
summary in Volume 2. Its contribu- 
tions include a more explicit identifica- 
tion of the population groups considered 
by the staff to be in these categories and 
a useful summarization of the inade- 
quate existing provisions and multi- 
plicity of proposals for financing 
hospital care for the groups so identified. 
Recommendations center around meth- 
ods of using, or discovering how to use, 
voluntary prepayment machinery to 
meet the needs of persons in some lower 
economic brackets for hospital care. 
There are dissents from both sides of the 
sociopolitical fence concerning the com- 
mission’s mention of Old Age and Sur- 
vivors Insurance as a device for helping 
to meet some of the problems. Both are 
based, in part at least, on the commis- 
sion’s unsound call for a means test in 
this social insurance system. The gen- 
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eral dissents indicated in the report on 
Volume 2 are also included here. This 
little volume will have a limited useful- 
ness among those dealing exclusively 
with problems of the needy and medi- 
cally needy. Jonas N. 


Facts on the Major Killing and 
Crippling Diseases in the United 
States Today—New York: National 
Health Committee (405 Lexington 
Ave.), 1955. Limited supply. 

This volume, which has been com- 
piled by the National Health Education 
Committee, Inc., concerns mainly heart 
diseases, cancer, mental illness, arthritis, 
blindness, neurological diseases, and 
some other health problems. The source 
of the facts is credited to the voluntary 
health agencies interested in these spe- 
cific diseases, the National Institutes of 
Health, the National Office of Vital Sta- 
tistics, and other voluntary and govern- 
mental agencies. 

In general, the purpose of this volume 
is to present to the lay public and to 
legislators and government administra- 
tors basic facts in dramatic form about 
mortality and morbidity in the United 
States. The content resembles the Fact 
Sheets published in recent years by the 
Lasker Foundation, but graphic methods 
have been added to draw attention to the 
achievements cf medical science and 
their effect on the public health. 

The categorical approach to these 
diseases has become so complex and so 
diffuse that the man of the street needs 
some orientation to distinguish between 
such conditions, for example, as epi- 
lepsy, multiple sclerosis, muscular dys- 
trophy, and Parkinsonism. Public health 
workers will welcome this popularization 
of many of these facts. They will recog- 
nize its effectiveness in dealing with law 
makers and others. In the abbreviated 
and dramatic form there are some ex- 
amples of overstatement and of claims 
that medical research has been respon- 
sible for the declines in mortality which 
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were under way long before such studies 
were well organized as, for example, in 
the case of tuberculosis. As a whole, 
however, the volume serves a valuable 
purpose and is to be commended. 
Recinacp M. ATWATER 


Mosquitoes—Their Bionomics and 
Relation to Disease—By William 
R. Horsfall. New York: Ronald Press 
(15 East 26th St.), 1955. 723 pp. 
Price, $16.00. 

This is a large and systematic com- 
pendium of notes about some 2,100 
species and subspecies of mosquitoes 
contained in 29 genera, arranged ac- 
cording to taxonomic categories. The 
subject matter concentrates upon dis- 
tribution, ecology, physiology, behavior, 
parasitism of the species, predation by 
the species, feeding habits and host 
preferences, infectibility with disease 
agents, flight range, resistance to exter- 
nal conditions and insecticides, and the 
epidemiologic or epizootiologic signifi- 
cance of each species or variety. In 
general, synonomy is omitted as is 
morphology, identification, taxonomy, 
and control technology. There is not a 
picture or a key in the book, but it 
abounds in informational space-saving 
tables. It contains a glossary of tech- 
nical terms not likely to be familiar to 
the general reader, a list of references 
to certain entomologic technics, and an 
extensive bibliography. 

Most of the species considered are 
not disease vectors, but those which are 
receive special attention according to 
their importance. All of the species are 
dealt with bionomically. Thus the book 
should be a useful reference fcr epide- 
miologists, sanitarians, insect control 
engineers, and ecologists. It is doubtful, 
however, that it will serve to relieve 
epidemiologists, as the author confi- 
dently states in his “Preface,” or any 
of the other professionally interested 
groups “of the need for continuing in- 
vestigations of those species and rela- 
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tionships where data are already ample.” 
A rapid spot check indicates that not all 
of the significant literature is cited. 
For example, Anopheles walkeri 3 
credited, on page 168, as being of little 
consequence in the transmission of vivax 
malaria, and certain references are given 
in support of this conclusion, but no 
mention is made of the observations cf 
Matheson, Boyd, and Stratman-Thomas, 
1933, who found this species to be an 
efficient host for Plasmodium vivax. 
Also as is inevitable in a book of this 
size, some errors have crept in. Thus 
the reviewer finds himself and the late 
Dr. F. M. Root referred to on page 176, 
as contributing information concerning 
the incidence of malaria parasites in 
Brazilian A. albimanus; this was news 
to the undersigned! A few other simi- 


lar instances were noted. Furthermore, 
the substantial bibliography (over 4,000 
titles) is very scanty with respect to 
1953 (14) and 1954 (2) publications, 
possibly because of the time required 


for processing the book. These consid- 
erations warrant the conclusion that, 
while investigators using this book will 
find it a most useful source of informa- 
tion and reference, they will be well ad- 
vised to check carefully for errors and 
omissions. 

The volume is attractively printed 
but, in the opinion of the reviewer, is 
not well bound, considering its weight 
and price. Justin M. ANDREWS 


Industrial Dust—By Philip Drinker 
and Theodore Hatch (2nd ed.). New 
York: McGraw-Hill (330 West 42nd 
St.), 1954. 401 pp. Price, $10.00. 
This is the second edition of the 

volume originally published in 1936. It 

has been completely revised and brought 
up to date. 

The development of the material is 
very orderly, beginning with the Physi- 
cal Properties of Dust, Fumes and Mists, 
and passing on to the subject of the 


Effects of Dust and Fumes on Health, a 
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discussion of the Dusty Trades, the Ap- 
praisal of Dustiness, the Determination 
of Dust Concentrations, and the Control 
of Industrial Dust by Various Methods. 

The engineering aspects of the dust 
problem receive most emphasis in the 
volume and, on the engineering side of 
dust problems, the volume will find its 
most useful field of application. The 
sections dealing with methods for con- 
trol of industrial dusts, the design of 
local exhaust systems and air cleaning 
are the most valuable in the opinion of 
the reviewer. 

This volume is the most complete 
single volume in the American literature 
devoted to the subject of dust. It is an 
excellent source book for those persons 
interested in the subject of dust and its 
effects on health. Any one interested in 
the problems brought about by the in- 
dustrial dusts and the control of these 
problems, cannot fail to find this a most 
useful text. The bibliography of more 
than 450 carefully selected titles will be 
of great service to the investigator in 
this field. LEONARD GREENBURG 


Tuberculosis—Bulletin of the World 
Health Organization. Vol. 12, No. 
1-2. New York, N. Y.: Columbia 
University Press (2960 Broadway), 
1955. 300 pp. Price, $4.00. 

This bulletin presents laboratory and 
field studies carried out in 26 different 
countries and territories on numerous 
phases of tuberculin testing and BCG 
vaccination. 

Only two or three points investigated 
can be mentioned here. As the dose of 
living BCG is increased, guinea pigs 
show a progressive increase in size of 
vaccinal lesion, postvaccinal tuberculin 
allergy, and length of survival after 
virulent infection. The size of the vac- 
cinal lesion, which is determined pri- 
marily by the amount of bacterial cells 
injected, is not a reliable sign of the 
potency of the vaccine. The best immu- 
nity in guniea pigs is produced by vac- 
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cines that also produce the strongest 
in degrees of tuberculin allergy. Living 
4 bacilli show greater antigenic potency 
4 than dead ones; suggestions are given 
to explain this. 

The authors think they can separate 
those showing tuberculous infection 
from those showing other “nonspecific” 
infections by the degree of tuberculin 
sensitivity shown; however, they show 
that sensitivity to tuberculin varies in 
different countries and in different parts 
of the same country. No completely 
satisfactory explanation of this is given, 
though theories are discussed. 
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Because of progressive increase in 
suppurative lymphadenitis following in- 
crease in the size of the BCG dose, 
it is important in public health pro- 
grams to keep the dose below that 
which produces an intolerable frequency 
of lymphadenitis. 

From 1951 to 1953 WHO and 
UNICEF tuberculin-tested 43 million 
people and vaccinated 16 million. 

The reviewer believes that the stand- 
ards set up for the laboratory and field 
work are satisfactory and that experi- 
mental error has been kept to a 
minimum. Joun H. Korns 


Books Received 


a Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
“ss : Space and the interests of readers will permit review of some, but not all, of the books listed. 


Aceminc—Genera Aspects. Vou. I. Tue Crea 
Founpation on Acetnc. G. E. W. 

Wolstenholme and Margaret P. Cameron. 
Boston, Mass.: Little, Brown, 1955. 255 pp. 
Price, $6.75. 

Arturitis AND Metasoric Diseases, WHAT 
Procress Acatnst? New York: National 
Health Education Committee, 1955. unpaged. 

Basic Nurstnc. Edited by Helen Z. Gill (4th 
ed.). New York: Macmillan, 1955. 749 pp. 
Price, $4.50. 

Bexamprunc Der Suixose. A. D. Fritz 

ee Lange. Essen, Germany: Verlag Gluckauf 

G.m.b.H., 1955. 126 pp. 

Brotocic Errects or Topacco. Edited by 
Ernest L. Wynder. Boston, Mass.: Little, 
Brown, 1955. 215 pp. Price, $4.50. 

Cump Devetopment. Millie Almy. New 
York: Holt, 1955. 490 pp. Price, $6.00. 
DemocrapHic YearBooK 1954. United Na- 
tions (6th ed.). New York: Columbia 
2 University Press, 1954. 729 pp. Price, 
See $7.50 cloth; $6.00 paper. 
or CHronic ALCOHOLISM. 
by Oskar Diethelm. Springfield, 
Thomas, 1955. 227 pp. Price, $6.75. 
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Feepinc Your Cup. Samuel M. Wishik. 
New York: Doubleday, 1955. 223 pp. Price, 
$3.50. 

Foreicn ANIMAL Diseases. THEIR PREVENTION, 
Diacnosts anp Controt. Trenton, N. J.: 
U. S. Livestock Sanitary Association, 1954. 
265 pp. Price, $1.00 single copy, also quan- 
tity prices. 

HaLocenatep A.ipHatic, OLerinic, Cyc.ic, 
AROMATIC, AND ALIPHATIC-AROMATIC Hypro- 
CARBONS, INCLUDING THE HALOGENATED IN- 
secTicipes, THEIR Toxiciry AND POTENTIAL 
Dancers. Public Health Service Publica- 
tion No. 414. W. F. von Oettingen. 
Washington, D. C.: Gov. Ptg. Office, 1955. 
430 pp. Price, $2.50. 

Hanpsook oF First Aim AaNp Banpacine, A. 
A. D. Belilios; D. K. Mulvany; and K. F. 


Armstrong (4th ed.). Baltimore, Md.: 
Williams and Wilkins, 1955. 463 pp. 
Price, $2.75. 


Hearinc TuHerapy ror CHILDREN, Alice 
Streng, et al. New York: Grune and Strat- 
ton, 1955. 371 pp. Price, $6.75. 

INVESTIGATIONS ON GENETIC ASPECTS OF 
CARCINOMA OF THE STOMACH AND Breast. 
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Charles M. Woolf. Berkeley, Calif.: Uni- 
versity of California Press, 1955. 349 pp. 
Price, $1.00. 

Matrarta: A Wortp Prostem. WHO publica- 
tion. Also available in French and in 
Spanish. E. J. Pampana and P. F. Russell. 
New York: Columbia University Press, 
1955. 72 pp. Price, $.70. 

Man’s Mastery or Mararta. Paul F. Russell. 
New York: Oxford University Press, 1955. 
308 pp. Price, $6.00. 

MepicaL AND Pusiic Lasoratory 
Metuops. James Stevens Simmons and 
Cleon J. Gentzkow. Philadelphia, Pa.: Lea 
and Febiger, 1955. 1191 pp. Price, $18.50. 

MetuHops For EvALuaTION oF NuTRITIONAL 
ApeQquacy AND Status—A Symposium. Ad- 
visory Board on Quartermaster Research 
and Development. Committee on Foods, 
1954. Chicago, Ill: Quartermaster Food 
and Container Institute for the Armed 
Forces, 1954. 313 pp. Free. 

Muscutark DystropHy AsSOCIATIONS OF 
Amenica, Inc. Proceepincs oF Tre 
Mepicat Conrerence, Octoser 8-9, 1954. 
New York: Muscular Dystrophy Associa- 
tions of America, 1955. 324 pp. 

No Smoxinc: A Sicn oF THE Times! Robert 
P. Ingraham. San Antonio, Tex.: Naylor 
Company, 1955. 58 pp. Price, $2.00 hard 
cover, $1.50 paper cover. 

Osstetrics. J. P. Greenhill (llth ed.). 
Philadelphia, Pa.: Saunders, 1955. 1088 
pp. Price, $14.00. 

Ortcrins oF Resistance To Toxic AGENTS. 
M. G. Sevag; Roger D. Reid; and Orr E. 
Reynolds. New York: Academic Press, 
1955. 471 pp. Price, $12.00. 

Perspectives AND Horizons In MICROBIOLOGY. 
Selman A. Waksman. New Brunswick, 
N. J.: Rutgers University Press, 1955. 220 
pp. Price, $3.50. 

Precnancy, CHILDBIRTH AND THE Newsorn. 
A Manuat ror Rurat Mipwives anp 
Teacuers’ Guipe For PREGNANCY, CHILD- 
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BIRTH AND THE Newsorn, Leo Eloesser; 
Edith J. Galt; and Isabel Hemingway. New 
York: Committee on World Literacy and 
Christian Literature, 1955. 150 pp. and 43 
pp. Price, $.45 and $.30, respectively. 

ParncipLes oF Animat Virotocy. F. M. 
Burnet. New York: Academic Press, 1955. 
485 pp. Price, $10.00. 

Prostems or Consciousness. TRANSACTIONS 
or THE Firth Conrerence Marcu 22-24, 
1954. Harold A. Abramson, editor. Pack- 
anack Lake, N. J.: Josiah Macy, Jr. Founda- 
tion, 1955. 180 pp. Price, $3.50. 

PsycuiaTRY FOR THE Famity Puysician. 
C. Knight Aldrich, New York: McGraw- 
Hill, 1955. 276 pp. Price, $5.75. 

Rurat Hospitat. WHO Monograph Series, 
No. 21. R. F. Bridgman. New York: 
Columbia University Press, 1955. 162 pp. 
Price, $4.00. 

Sexuat Hycrene anp Patuotocy. John F. 
Oliven. Philadelphia, Pa.: Lippincott, 1955. 
481 pp. Price, $10.00. 

Some Puystovocica, Aspects AND CONSE- 
QUENCES OF ParasitisM. Edited by William 
H. Cole. New Brunswick, N. J.: Rutgers 
University Press, 1955. 90 pp. Price, $2.00. 

TextTsook or Mepicine, A. Russell L. Cecil, 
et al. (9th ed.). Philadelphia, Pa.: Saunders, 
1955. 1786 pp. Price, $15.00. 

Urnsan Lanp Prosiems anv Pouicies. Hovus- 
ING AND TowN AND CouNTRY PLANNING. 
United Nations Bulletin 7. New York: 
Columbia University Press, 1955. 182 pp. 
Price, $1.75. 

Virat Statistics oF THE Unirep States 1952. 
Vor. I. Intrropuction ann SuMMARY 
Tastes. Tables for Alaska, Hawaii, Puerto 
Rico, and Virgin Islands. Marriage, Di- 
vorce, Natality, Fetal Mortality and Infant 
Mortality Data. U. S. Department of Health, 
Education, and Welfare. National Office of 
Vital Statistics. Washington, D. C.: U. S. 
Government Printing Office, 1955. 335 pp. 
Price, $3.50. 
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A Selected Public Health Bibliography 
with Annotations 


Hymeneal Note—Last year there 
were recorded the fewest marriages of 
any year in the past decade and these 
festive oocasions are likely to become 
fewer in the coming days. Increasing 
numbers of dissolutions are playing hob 
with romance—not to mention the next 
generation. 


Anon. Marriages and the Married Popu- 
lation. Statist. Bull. Metrop. Life Insur. Co. 
36, 5:3 (May), 1955. 


Reported—All the essen- 
tials of a panel discussion of the prob- 
lems of rabies control, held at the late 
Buffalo meeting, are preserved here. A 
hypothetical outbreak of rabies was em- 
ployed to bring unity and point to the 
give-and-take which explored recent re- 
searches in vaccines for both dogs and 
human beings. 


Anon. Practical Problems of Rabies Con- 
trol. Pub. Health Rep. 70, 6:564 (June), 
1955. 


Women at Work—“An all-time high 
average of nearly 20 million women 
were in the civilian labor force of our 
country in 1954.” A revealing break- 
down of the major occupations of em- 
ployed women will be found in the 
tabulations for 1950. Of the million 
in professional jobs half were teachers 
and a fourth nurses. The remaining 
quarter comprised accountants, auditors, 
librarians, social workers, medical and 
dental technicians. 


Anon. Women and Occupations. Statist. 
Bull. Metrop. Life Insur. Co. 36, 4:8 (Apr.), 
1955. 


Much Done, More Needed—Nearly 
two-fifths of the country’s total hospital 
beds are now monopolized by mental 


patients—and this does not include 
epileptics and mental defectives, who 
account for another tenth. Old age 
precipitates an increasing preportion of 
first admissions—now a fourth of all. 
Some hopeful details in this gloomy pic- 
ture are pointed to. 


Anon. The Outlook for Mental Patients. 
Statist. Bull. Metrop. Life Insur. Co. 36, 4:1 
(Apr.) , 1955. 


Some Know Better—Although fac- 
tors of age, education, income, and 
origin have some effect on the way in- 
dustrial workers eat, the dominant trend 
was toward either suboptimal nutrition 
or obesity—both conditions being widely 
distributed throughout all the age, edu- 
cational, income, and ethnic groups. 
Health educators please note! 


Bascock, M. J., et al. Nutritional Status 
of Industrial Workers. Milbank Mem. Fund 
Quart. 33, 2:137 (Apr.), 1955. 


Not to be Missed—Just for the fun 
of enjoying them, don’t fail to read 
these hints on how to get along with 
statisticians and sundry other entertain- 
ing matters. Incidentally, as a summary 
of the basic approaches to, and problems 
of, human research this address is also 
a must. 


Cocuran, W. G. Research Techniques in 
the Study of Human Beings. Milbank Mem. 
Fund Quart. 33, 2:121 (Apr.), 1955. 


“Slippery When Wet”—In this 
scientific day, when so many are con- 
cerned with the validity of apparent 
causal relationships in public health 
matters, a working acquaintance with 
biometry seems to be indicated. Here 
are pointed out some pitfalls in the path 
that await the unwary. Among the 
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several suggestions on how to avoid the 
pitfalls, this would appear to have the 
widest possible usefulness: “Finally, 
prior to publication, the manuscript 
should be given to one’s severest critic.” 


Dorn, H. F. Some Applications of Biome- 
try in the Collection and Evaluation of Medi- 
cal Data. J. Chronic Dis. 1, 6:638 (June), 
1955. 


Foolhardy, He Says—About two 
million people still at large are infected 
with syphilis; so considering the pre- 
vailing sexual mores, the disease is likely 
to remain with us for some time to come. 
Abandonment of control measures by 
public health agencies is shortsighted 
and foolhardy. This is the measured 
opinion of an objective and competent 
observer. 


Downinc, J. G. Syphilis in Industry. 
J.A.M.A, 158, 6:468 (June 11), 1955. 


Breaking Barriers—A lot of solemn 
words are being said about “involving 
the people” in public health planning 
and administration—and not much else 
but hopeful talk results. Well, here is 
the story of the ways one county health 
department did involve its migrant 
agricultural laborers, made up mostly of 
the poorest of Mexicans and Negroes, in 
health programs for their camps. One 
is tempted to comment that if these 
people, largely innocent of any acquaint- 
ance with home hygiene, can be pro- 
ductively involved in health activities, 
then anyone can be. 


Erskine, W. L. A Health Program for 
Migrant Workers. Nursing Outlook 3, 6:333 
(June) , 1955. 


Good Try—Reported here is the at- 
tempt to develop a modified Cornell 
Medical Index type of questionnaire, 
hopefully to be used to identify people 
likely to have an accident—before they 
have it! The study suggests that much 
more needs to be done before such a 
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screening mechanism will work, but any- 
one at all interested in accident preven- 
tion—and who isn’t?—will find the 
project of considerable interest. 


Gueason, M., Gieason, P. A Limited- 
Scale Questionnaire. Study of Non-Fatal Ac- 
cident Cases. New England J. Med. 252, 
24:1029 (June 16), 1955. 


Vectors Almost Everywhere —F or 
a good review article on the current 
status of spotted fever this clearly pre- 
sented paper is commended to you. It 
covers etiologic and epidemiologic as- 
pects, as well as treatment and control 
measures. Though antibiotics are effec- 
tive, vaccination is proposed for those 
who frequently expose themselves to tick 
infestation. 


Larson, C. L. Rocky Mountain Spotted 
Fever. Am. J. Nursing 55, 6:716 (June), 
1955. 


Solid Advice—If they are to do a 
good job nutritionists, like professionals 
in other categories of public health work- 
ers, need help from educators and psy- 
chologist researchers in culture and 
human behavior. Many of us have as 
much to learn from the behavioral 
sciences. 


MacKinnon, C. F. Changing Food Habits— 
The Dietitian’s Dilemma. J. Am. Dietet. A. 
31, 6:566 (June), 1955. 


Gigantic Is the Word—The long 
history of the next-to-impossible task 
of providing enough water for the (now) 
four million plus people who live in and 
around Chicago, on the shores of Lake 
Michigan, and who dump their wastes 
back into the lake becomes an absorb- 
ing story of shortages in the midst of 
plenty. The millions upon millions al- 
ready invested in the still unfinished job 
stagger the imagination. 


Pearse, L. Chicago’s Quest for Potable 
Water. Water & Sew. Works 102, 5:183 
(May), 1955. 
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Traffic Cop Needed ?—Recounted 
in minute and searching details are the 
reasons for—and some results of-—visits 
by health department and visiting nurse 
association nurses to the same house- 
holds at about the same time. Guardedly, 
it is concluded that mutual understand- 
ing of the services each can render, and 
improved communication both ways, 
might make for more economical and 
productive public health nursing serv- 
ices. Certainly seems reasonable doesn’t 
it? 


Prock, V. N. Analysis of the Health 
Services Given by a Voluntary and an Official 
Agency. Nursing Research 4, 1:4 (June), 
1955. 


Hear This!—‘Television instruction 
was found to be as effective as classroom 
instruction in teaching facts about 


home nursing. . . .” There are other sug- 
gestive findings in this paper, but the 
quoted fragment should be sufficient to 
send you looking for it, if the matter is 
of any moment whatever to you. 


Surmeerc, B., and E. L. Effectivencss 
of Television in Teaching Home Nursing. 
Nursing Research 4, 1:28 (June), 1955. 


Safer Homes—Persuading families 
to keep a safety notebook, in which facts 
about each accident in or about the 
home are jotted down, becomes an in- 
fluential educational tool as well as creat- 
ing a source for epidemiologic data. An 
encouraging drop in incidence of home 
accidents occurs during the interval such 
records are kept. 


Warn, H., et al. An Experience in Home 
Accident Prevention. Pub. Health Rep. 70, 
6:554 (June), 1955. 


If additional information is desired regarding the articles listed in this Bibliography, 
please communicate directly with the publication in which they appeared; the addresses are 


furnished for your convenience. 


Am. J. Nursing (American Journal of Nursing), 2 Park Ave., New York 16, N. Y. 
J. Am. Dietet. A. (Journal of the American Dietetic Association), 620 N. Michigan Ave., 


Chicago, Il. 


J.A.M.A. (Journal of the American Medical Association), 535 N. Dearborn St., Chicago, 


Nl. 


J. Chronic Dis. (Journal of Chronic Diseases), C. V. Mosby Company, 3207 Washington 


Boulevard, St. Louis 3, Mo. 


Milbank Mem. Fund Quart. (The Milbank Memorial Fund Quarterly), 40 Wall St., 


New York, N. Y. 


New England J. Med. (New England Journal of Medicine), Massachusetts Medical 


Society, 8 The Fenway, Boston 15, Mass. 


Nursing Outlook, American Journal of Nursing Company, 2 Park Ave., New York 16, 


N. Y. 


Nursing Research, National League for Nursing, 2 Park Ave., New York 16, N. Y. 

Pub. Health Rep. (Public Health Reports), Gov. Ptg. Office, Washington, D. C. 

Statist. Bull. Metrop. Life Insur. Co. (Statistical Bulletin Metropolitan Life Insurance 
Company), One Madison Avenue, New York 10, N. Y. 


Water & Sew. Works (Water and Sewage Works), 22 West Maple St., Chicago 10, IIl. 
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Association News 


Eicuty-Tuirp ANNUAL MEETING 
AMERICAN PuBLic HEALTH AsSOCIATION 


Kansas City, Mo., Novemper 14—18, 1955 


Subcommittee on Chemical Poisons 


The Committee on Research and 
Standards at its spring meeting author- 
ized the formation of a subcommittee to 
be concerned primarily with the role of 
organized public health activities in the 
prevention and coutrol of poisoning. 

The use of a variety of synthetic and 
natural chemical substances for every- 
day home, farm, and industrial purposes 
has increased so much during the past 
few years that hundreds of potentially 
toxic substances are incorporated into 
our environment. Such substances may 
be used as cleansing and polishing ma- 
terials, pesticides, home remedies, or 
other items directly concerned in work 
or play. Because of their wide distribu- 
tion and availability, possibilities for 
their accidental misuse and for their 
recommended use in unsafe concentra- 
tions abound. The new subcommittee 
will devote itself to the task of minimiz- 
ing these hazards. 


The members of the subcommittee 
are: 


George M. Wheatley, M.D., third vice-presi- 
dent, Health and Welfare Division, Metro- 
politan Life Insurance Company, New York 
City—chairman 

Erval R. Coffey, M.D., director of health, 
Greenwich, Conn. 

A. G. Cranch, M.D., medical consultant, In- 
dustrial Toxicology Department, Union 
Carbide and Carbon Corp., New York City 

Irvin Kerlan, M.D., associate medical director 
aad chief, Research and Reference Branch, 
Division of Medicine, Food and Drug Ad- 
ministration, Washington, D. C. 

Frank Princi, M.D., consultant, Kettering 
Laboratory, Cincinnati, Ohio 

Jerome B. Trichter, assistant commissioner in 
charge of environmental sanitation, New 
York City Department of Health 

Justus C. Ward, chief, Agriculture Research 
Service, Plant Pest Control Branch, U. S. 
Department of Agriculture, Washington, 
D.C. 


Edward Press, M.D., field director of 
the American Public Health Association. 
is the staff associate for the committee. 


SCHOOLS OF PUBLIC HEALTH ACCREDITED FOR 
1955-1956 


In accordance with action of the 
Executive Board, upon recommendation 
of the Committee on Professional Edu- 
cation, the American Public Health As- 
sociation announces the reaccreditation 
of 12 schools of public health in North 
America. All of the schools are ac- 
credited for the Master of Public Health 
degree (M.P.H. in the United States; the 
equivalent degree at the University of 
Montreal and the University of Toronto 


is the Diploma of Public Health, or 
D.P.H.). Nine of the institutions are 
accredited for the degree of Doctor of 
Public Health (Dr.P.H.). Five institu- 
tions are accredited for masters’ degrees 
other than the M.P.H. with specializa- 
tion in public health education. 

Following are the schools accredited 
for 1955-1956, the degrees for which 
they are accredited, and the names of 
the deans or directors: 
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Institutions Accredited by the American Public Health Association 
for the Academic Year 1955-1956 


Degrees for Which Accredited 


Master’s 
Other 
Institution Dr.P.H. M.P.H. (P.H.Ed.) 
CauirorNiA, UNIVERSITY OF 
School of Public Health, Berkeley 4, Calif. xX xX 


C. E. Smith, M.D., Dean 


University. 
School of Public Health and Administrative Medicine, xX X x 
New York 32, N. Y. 

Ray E. Trussell, M.D., Director 


Harvarp UNIVERSITY 
School of Public Health, Boston 15, Mass. xX xX x 
John C. Snyder, M.D., Dean 


Jouns Hopkins University 
School of Hygiene and Public Health, Baltimore 5, Md. xX xX — 
E. L. Stebbins, M.D., Director 


Micuican, UNIvERsITY OF 
School of Public Health, Ann Arbor, Mich. xX X -- 
H. F. Vaughan, Dr.P.H., Dean 


a Minnesota, UNIVERSITY OF 
ae School of Public Health, Minneapolis 14, Minn. — X xX 
G. W. Anderson, M.D., Director 


Monrreat.,, UNIVERSITY OF 
oe. School of Hygiene (Teaching in French), _- 
Montreal, Quebec, Canada 
Armand Frappier, M.D., Dean 


X (DPB) 


Norts Caro.ina, UNIVERSITY OF 
School of Public Health, Chapel Hill, N. C. xX xX xX 
E. G. McGavran, M.D., Dean 


PrrrssurcH, UNIVERSITY OF 


Graduate School of Public Health, Pittsburgh 13, Pa. xX xX _ 
Thomas Parran, M.D., Dean 

Toronto, UNIVERSITY OF 

School of Hygiene, Toronto 5, Ontario, Canada — X (D.P.H.) — 
R. D. Defries, M.D., Director 

Tutane UNIVERSITY 


Department of Tropical Medicine and Public Health, xX 
New Orleans 12, La. 
M. E. Lapham, M.D., Dean 


UNIvERsITY 
ae Department of Public Health, New Haven, Conn. x x 
oo Ira V. Hiscock, Sc.D., Chairman 
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PROPOSED AMENDMENTS TO THE CONSTITUTION 
AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


The Committee on Constitution and By-Laws presents herewith for the informa- 
tion of the Fellowship certain proposed amendments to the Constitution. Three of 
the changes derive from Governing Council directives as a result of the adoption of 
the report of an Ad Hoc Committee of the Council on Fellowship, Membership and 
Dues and of the report of the Reference Committee on Relationships with Affiliated 
Societies and Branches. The fourth, giving ex officio membership on the Council to 
the Chairmen of Standing Committees, is a recommendation of past and present 
Committees on Constitution and By-Laws. 

The proposed changes may be summarized as follows: 

1. The establishment of a new class of constituents to be known as Student Members 


2. A balancing of Elective Councilors in anticipation of an increased number of representa- 
tives elected by Affiliated Societies and Branches 


3. Giving ex officio membership on the Governing Council to the Chairmen of Standing 


Committees 


4. Extending to members the privilege of voting upon amendments to the Constitution. 


The proposed amendments were submitted to the members of the Governing 
Council in a communication dated and mailed July 5 and were overwhelmingly 


approved. 


The entire Constitution is printed below. Proposed additions are in bold face 
type; deletions in parentheses. The amendments will become effective upon an 
affirmative vote on two-thirds of the ballots cast by the Fellows in a mail vote, after 


canvass by the tellers and report to the Governing Council. 
Ballots will be mailed to the Fellows immediately after Labor Day. 
Recrvacp M. Arwarter, M.D.., 
Executive Secretary 


Amendments proposed for adoption at the Kansas City Annual Meeting 


Material proposed for deletion is in parentheses. 
Material proposed for addition is in bold face. 


CONSTITUTION 


ARTICLEI Name 

The name of this Association, incorporated 
under the laws of Massachusetts, is the Amer- 
ican Public Health Association. 


ARTICLE II 
The object of this Association is to protect 
and promote public and personal health. 


ARTICLE Il Memsersuip 

Section 1. There shall be (seven) eight 
classes of constituents to be designated as 
Fellows, Honorary Fellows, Members, Sustain- 
ing Members, Life Members, Student Mem- 
bers, ‘Affiliated Societies, and Regional 
Branches. 


Section 2. The right to hold office, except 
the office of Vice-President, or to serve as a 
member of the Governing Council, the Ex- 
ecutive Board, or of a Section Council, or of 
a Standing Committee, or as the Chairman of 
a Committee of the Association or of a Sec- 
tion (or to vote on any amendment to the 
Constitution) shall be limited to Fellows and 
to Life Members and Honorary Fellows who 
have been elected Fellows (of the Associa- 
tion). 

Section 3. The qualifications of the several 
classes of constituents, and the dues of each 
of them, the manner of their election, and 
their rights and privileges, except as specified 
in this Constitution, shall be established in 
the By-Laws. 
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ARTICLE IV Governinc Counci. Compo- 
SITION 

Section 1. There shall be a Governing 
Council which shall consist of: 

(a) The officers of the Association and the 
Elective Members of the Executive Board. 

(b) The Chairman, Vice-Chairman, and 
Secretary of each Section, and the Elective 
Members of the Council of the Health Officers 
Section. 

(c) One representative to be designated by 
each Affiliated Society. 

(d) One representative to be designated by 
each Regional Branch. 

((e) Thirty members of the Council, to be 
elected by the Fellows and Members of the 
Association, for three-year terms, one-third of 
whose terms shall expire each year. Such 
members of the Council shall be known as 
Elective Councilors and shall be nominated 
and) 

(e) A sufficient number of members 
of the Council, with a minimum of thirty, 
to be known as Elective Councilors, to 
maintain the proportion of Elective 
Councilors to the total of Councilors 
designated by the Sections and by the 
Affiliated Societies and Branches as 1:2. 
They shall be elected by the Fellows and 
Members of the Association for three- 
year terms, one-third of which shall ex- 
pire each year. If the required number to 
maintain the ratio is not divisible by 
three, the next higher number so divisible 
and so divided shall be the number of 
Elective Councilors to be elected in any 
year. At the election following the adop- 
tion of this amendment, three Councilors 
shall be elected to serve for one year, 
three for two years, and the remainder 
required to establish the proportion as 
1:2 for three years. Elective Councilors 
shall be nominated and elected as provided 
for in the By-Laws. If an Elective Councilor 
is elected a Section Chairman, Vice-Chairman, 
or Secretary, or an Elective Member of the 
Council of the Health Officers Section, or ap- 
pointed the representative of an Affiliated 
Society, or of a Regional Branch, a Councilor 
to fill such vacancy shall be elected by the 
Governing Council. All vacancies while in office 
shall be filled by election for the unexpired 
term. After two consecutive terms, an Elective 
Councilor shall be ineligible for re-election to 
the Council during one Association year. 

(f) The Chairmen of the Standing 
Committees of the Association, ex officio. 

Section 2. The terms of all Councilors, ex- 
cept the representatives of Affiliated Societies 
and Regional Branches, shall begin immedi- 
ately following the adjournment sine die of 


the Governing Council in existence at the time 
of their election and shall terminate with the 
adjournment sine die of the Governing Coun- 
cil at the annual meeting at which their re- 
spective terms expire (provided that newly 
elected Councilors shall have the right to at- 
tend meetings of the Council in an advisory 
capacity as soon as elected). 

The terms of the representatives of Affiliated 
Societies and Regional Branches shall begin 
and terminate in accordance with the consti- 
tution and by-laws of their respective organiza- 
tions. 

Section 3. The officers of the Association 
shall be the officers of the Council. 

Section 4. A quorum of the Council shall 
consist of twenty Councilors. 

Section 5. Meetings of the Council shall be 
called by the Executive Secretary at the re- 
quest of the Pre. dent, or at the request in 
writing of any twelve Councilors. In the 
latter case, the call to the meeting shall be 
issued at least twenty days in advance of the 
meeting and shall state the purpose for which 
it is called. 


ARTICLE V_ Governxine Councit Functions 

The functions of the Governing Council 
shall be: 

Section 1. To establish and amend the 
By-Laws of the Association. 

Section 2. To establish policies for the As- 
sociation and for the guidance of the Execu- 
tive Board and the officers. 

Section 3. To consider all resolutions pro- 
posed for approval in the name of the Associa- 
tion, and to receive and act upon a report 
from a committee on resolutions appointed 
annually by the President. 

Section 4. To approve all standards pro- 
mulgated in the name of the Association. 

Section 5. To receive at its first session at 
the time and place of the annual meeting (of 
the Association,) a report from the Chairman 
of the Executive Board in which the work, the 
accomplishments, and the financial status of 
the Association during the year preceding such 
annual meeting shall be reviewed and a stat>- 
ment made of the major activities contem- 
plated for the ensuing year. 

Section 6. To establish Sections of the As- 
sociation; to combine or discontinue them 
when necessary; to prescribe the qualifica- 
tions of the members of Section Councils and 
the Chairmen of Section Committees; to 
maintain coordination among Sections; and 
to formulate general rules governing their 
policies. 

Section 7. To elect the Executive Board, 
the officers of the Association, with the ex- 
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ception of the Chairman of the Executive 
Board and the Executive Secretary, to elect 
Fellows, Honorary Fellows, Life Members, 
(and) Affiliated Societies, and (to establish) 
Regional Branches. 

Section 8. To publish after each of its meet- 
ings an abstract of the minutes of such 
meeting. 


ARTICLE VI Orricers 

The officers of this Association shall be a 
President, a President-Elect, three Vice-Presi- 
dents, an Executive Secretary, a Treasurer, 
and the Chairman of the Executive Board. The 
officers, with the exception of the Chairman of 
the Executive Board and the Executive Secre- 
tary, shall be elected by written ballot of the 
Governing Council as provided in this article 
and in the By-Laws. The President-Elect shall 
serve as such from the close of the annual 
meeting at which he was elected to the close 
of the next annual meeting, when he shall 
automatically become President. As President 
he shall serve to the close of the next succeed- 
ing annual meeting. However, in case of the 
inability of the President to complete his term 
for any reason, the President-Elect shall at 
once succeed to the duties of President, filling 
the unexpired term of his predecessor and his 
own term consecutively. Other officers, ex- 
cept the Chairman of the Executive Board 
and the Executive Secretary, shall serve 
from the close of the annual meeting when 
elected until the close of the next annual 
meeting, and all officers shall serve in any case 
until their successors are elected and qualified. 
A majority vote of the Councilors voting shall 
be required to elect, and if no candidate re- 
ceives a majority vote on the first ballot, the 
candidate receiving the smallest number of 
votes shall be dropped after each ballot in 
succession until a majority vote is obtained. 
The Chairman of the Executive Board and 
the Executive Secretary shall be elected by the 
Executive Board, which Board shall define 
the duties and authority of these officers, 
respectively. 


ARTICLE VII Executive Boarp 

Section 1. There shall be an Executive 
Board, consisting of the President, the Presi- 
dent-Elect, the Treasurer, and six members, 
to be known as the Elective Members, elected 
for terms of three years each by the Govern- 
ing Council. The Elective Members shall be 
at the time of their election past or present 
members of the Governing Council. The 
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terms of the Elective Members shall begin 
at the close of the annual meeting at which 
they are elected and terminate at the end of 
the annual meeting at the expiration of their 
respective terms. The terms of two Elective 
Members shall expire each year in rotation. 

Section 2. Acceptance of membership on 
the Executive Board shall terminate any ap- 
pointment such Fellow may hold on any of 
the Standing Committees of the Association. 

Section 3. It shall be the duty of the Ex- 
ecutive Board to direct the administrative 
work of the Association; to act as the Trustee 
of the Association’s properties; to elect (the 
Members and) Sustaining Members; and in 
general to carry out the policies of the Govern- 
ing Council between meetings of the latter. 

It may designate an Assistant Treasurer 
whose powers shall be limited to the disburse- 
ment of funds in accordance with duly 
authorized budgets for the ordinary conduct 
of Association business. Such power shall be 
exercised only during a period when, in the 
opinion of the Board, an emergency is created 
due to the absence or disability of the 
Treasurer. Such Assistant Treasurer may be 
a Fellow or a corporate fiduciary institution. 

In the event of a vacancy in the office of 
Treasurer, the Executive Board shall have 
power to elect a Fellow to serve as Treasurer 
for the unexpired term. 

It shall have such further powers and duties 
as may be prescribed in the By-Laws. 

Section 4. A quorum of the Executive Board 
shall consist of five Members. 


ARTICLE VIII AmenpMents 

This Constitution may be amended by the 
Fellows and Members (of the Association) 
voting thereon in a ballot cast by mail, pro- 
vided that the specific amendment to be acted 
upon is published in the official publication 
of the Association not less than thirty days 
prior to the mailing of the ballots to the Fel- 
lows and Members by the Administrative 
Office, and provided further that the amend- 
ment has received prior approval by the Gov- 
erning Council. The closing date for the 
reception of ballots shall be forty-five days 
from the date of the mailing of the ballots 
by the Administrative Office. An amendment 
shall become effective only upon receiving an 
affirmative vote on two-thirds of the ballots 
cast by the Fellows and Members. The 
President shall designate Tellers to canvass 
the ballots and to report the result to the 
Governing Council as provided in the By-Laws. 


APHA membership application blank on page XXV 
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83rd ANNUAL MEETING 


HOW TO MAKE HOTEL RESERVATIONS FOR THE KANSAS CITY ANNUAL MEETING 


A HOUSING BUREAU will be operated by the Kansas City Convention Bureau for the 83rd 
Annual Meeting of the APHA in Kansas City, Mo., November 14-18. Since all requests for 
rooms will be handled in chronological order, you are urged to send in your reservation as 
quickly as possible on the form below. 


Hotel and Rates 


Hotel Single Double Twin 
Hotels immediately adjacent to Auditorium: 
Aladdin $4.00— 7.00 $6 .00-10.00 $ 8.00-10.00 
Continental 5.00—- 7.00 7.00- 9.00 3.00-12.00 
Dixon 4.00- 5.00 6.00— 7.00 8.00—- 9.00 
Kansas Citian 3.50—- 6.00 5.50—- 8.50 6.00— 8.00 
Muehlebach 6.50-13.00 8.00-13.00 10.00-15.00 
New Yorker 5.00-10.00 7.00-12.00 9.00-12.00 
Philli 6.00—- 7.50 8.00— 9.50 9.00-11.00 
President 5.00— 9.00 8.00-11.00 10.00-13.00 
Senator 3.00- 6.00 3.50-10.00 8.00-15.00 
State 4.00— 6.00 6.25— 8.25 7.50- 9.00 
Hotels within three or four blocks of 
Auditorium: 
Pickwick 4.50— 7.50 6.00— 9.00 6.50- 9.50 
Plaza 2.00— 3.50 2.50— 5.00 
Hotels within short taxi ride from 
Auditorium (approximately 45¢) : 
Alcazar 2.50— 3.50 3.00— 5.00 
Ambassador 4.00—- 6.00 5.50- 7.50 5.50- 7.50 
Bellerive 5.00—- 8.00 7.50-10.50 9.00-10.50 
Town House (65¢ cab fare 
from Auditorium) 5.00- 9.00 7.50-10.00 8.50-14.00 
Rates for suites available on request. 
HOTEL RESERVATION FORM 
MAIL TO: Miss Mary Nugent 
Housing, Convention and Visitors Bureau 
1030 Baltimore, Kansas City 6, Mo. 
PLEASE MAKE RESERVATIONS NOTED BELOW: (Please Print or Type.) 
Single room @ $.. Twin Bedroom @ 
.. Double Bedroom @ $. 
NAMES OF ALL OCCUPANTS: ADDRESSES 
MAIL CONFIRMATION TO: Signed 
Address 


Confirmation will be mailed within 30 days of receipt of this form by the 
Division of Housing, Convention Bureau, Kansas City, Mo. 
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KANSAS CITY TOURIST COURTS, TRAILER CAMPS, AND MOTELS 


Good motel rooms are available at prices ranging from $4.00-$7.00 per day for two, $12.00 B 
for four, within easy distance of Kansas City. You will be assigned to good, convenient motel 
rooms if you will indicate below your interest in such. Motel reservations will be made by the 
Housing Bureau and confirmed by the motel. 


All the following are members of the Kansas City Motel Association: 


Ace of the Hi-Way Court 8216-71 Highway 

Annette Modern Cabins 81 and 61 Highway 

Arrow Court Highway 24 and 71 Cutoff 

B-B Lodge Highway 40 and Blue Ridge Cutoff 

Capital Service Station and Cabins 116 and 71 Highway 

Clay Motel 4018 N. Oak 

Collins Court 9501 E. New 40 Highway 

Crown Motor Court 4340 State-Kansas City, Kans.* 

Davidson Courts 115 and 71 Highway 

El Cabanas % Mile East of City Limits on No. 50 

Flicklin Tourist Court 3647 State-Kansas City, Kans.* 

Four-Acre Motel 8220 So. 71 Highway 

Hi-Way Motel 71 Highway and Bannister 

Gables Motel 6831 State-Kansas City, Kans.* 

Holiday Inn Hotel US 40 and 71 By Pass (5 miles East of Kansas 
City, Mo., and 3 miles South of Independence, 
Mo.) 

Johnson Motel Tourist Courts 107 St. and 71 Highway 

Kozy Kourt 36 Terrace and New 40 Highway 

Leeds Motel Courts 3707 Raytown Road 

Putthoff’s Modern Cottages 40 Highway and Blue Ridge 

Rainbow Auto Court 5912 E. 50 Highway 

Royal Auto Court 7831-69 Highway 

Skyline Court 3531 N. Oak, N. Kansas City 

Sky-Vu Motel New 40 Highway and Marsh, N. Kansas City 

U. Smile Station No. 1 Old 4€ Highway and Raytown Road 

U. Smile Motel 50 Highway at 58th Street 

U. Smile Court 40 Highway and Skiles 

Waight’s Tourist Camp 79 and 50 Highway 

West Haven Motor Court 5250 State-Kansas City, Kans.* 

Wornall Motel Tourist Court 8215 Wornall cs) 

Young’s Motel 5024 Merriam Drive, Kansas City, Kans.* at? 


* Kansas City, Kans., is one mile from Kansas City, Mo. 


MOTEL RESERVATION FORM 


MAIL TO: Miss Mary Nugent 
Housing, Convention and Visitors Bureau 
1030 Baltimore, Kansas City 6, Mo. 


Please assign Motel accommodations for ........ persons arriving on November . ... and leaving 
on November ......... 
NAMES OF ALL OCCUPANTS: ADDRESSES: 


MAIL CONFIRMATION TO: Signed: .......... 
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Employment Service 


The following pages present information for those seeking public health personnel and for 
these seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association Office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 
individuals. The charges are $5 for the first 50 words or fraction thereof and $1 for each 
additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the “Positions Wanted” portion of these pages. 


POSITIONS AVAILABLE 


Psychiatric Social Worker—New Child 
Guidance Clinic in West Bend, Wis., 33 miles 
from Milwaukee. Responsibility includes in- 
take, casework with parents of children in 
treatment, therapy of p.m community con- 
sultation and education. Team of psychiatric 
social worker, psychologist, and part-time 
psychiatrist. $4,572. Master's degree with 
psychiatric sequence, plus two years’ experi- 
ence, some of which has been in child guid- 
ance. Amy Louise Hunter, M.D., State Board 
of Health, 1 W. Wilson St., Madison 2, Wis. 


Health Officer and School Physician— 
for the Town of Fairfield, Conn. Population 
37,400. Starting salary $10,000. Full-time 
position. M.P.H. degree required. E. C. 
Sleigle, Chairman, Board of Health, Town of 
Fairfield, or telephone Fairfield, Clearwater 
94965. 


Assistant Medical Director—to assist 
medical director in carrying out clinical pro- 
gram in chest and tuberculosis hospital. Salary 
$7,500-$9,000, depending on qualifications and 
experience. Must be eligible for Colorado 
licensure. Medical school faculty appointment 
probable. Wonderful opportunity for right 
person. Write to S. H. Dressler, M.D., Na- 
tional Jewish Hospital, Denver, Colo. 


Bacteriologist—for local health depart- 
ment programs in various localities throughout 
the state. College graduation with some expe- 
rience desired. The rate of pay $275-$300 to 
start. Personnel Officer, Colorado State De- 
partment of Public Health, 420 State Office 
Bldg., Denver, Colo. 


Scientific Director — Responsible for 
supervision of Department of Scientific Re- 
search and Medical Services of Voluntary 
Health Association. Qualifications: Ph.D. and 
experience in public health or related fields. 
Salary, $10,000. Write Louise Yant, Muscular 
Dystrophy Associations of America, 39 Broad- 
way, New York 6, N. Y. 


Laboratory Technician — Wanted by 
health department in the City of Flint, a 


rapidly growing city of 180,000. This is 
specialized public health laboratory work in- 
volving the performanve of serological, bac- 
teriological, and related tests. Beginning 
salary $4,147 with automatic increases. Liberal 
retirement, vacation, sick leave, and hospitali- 
zation benefits. Apply Flint Civil Service 
Commission, City Hall, Flint, Mich. 


Sanitarian—Trained in public health. Gen- 
eralized program in rural county with 32,000 
population. One other sanitarian. Excellent 
personnel policies. Salary determined by 
qualifications. Range $3,600-$4,800. Frank 
L. Quillman, M.D., Director, Montgomery 
County Health Dept., Hillsboro, Ili. 


Dental Hygienist—Starting salary with 
transportation provided at $300 a month, five- 
day working week, school dental program for 
a county health department. Inquiries to be 
directed to D. J. McNamara, D.D.S., Secre- 
tary, Joe Daviess County Dental Society, 
Galena, Ill. 


Physical Therapists—for physically handi- 
capped children needed in California state in- 
stitutions and public schools. Must have one 
year of supervised experience following gradu- 
ation from recognized school of physical 
therapy. Mail application before October 6 
for nation-wide civil service examination. Ap- 
ply State Personnel Board, 801 Capitol Ave., 
Sacramento 14, Calif. 


Public Health Nutrition Consultants— 
Openings with California Department of Pub- 
lic Health, with headquarters in Berkeley. 
Three weeks’ vacation, liberal sick leave and 
retirement plan. Jobs require two years’ re- 
cent experience as nutritionist in public health 
agency or as dietitian in hospital or food 
clinic; graduation from college with major 
work in foods and nutrition; and one year of 
full-time graduate academic study in human 
nutrition and related subjects, or completion 
of one-year approved dietetic internship in 
hospital or food clinic. Official application 
must be submitted by September 2. Write 
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State Personnel Board, 801 Capitol Ave., 
Sacramento 14, Calif. 


Public Health Engineer—for expanding 
program in local public health department in 
St. Louis metropolitan area. Salary range 

3. College graduation in civil or 
sanitary engineering, plus one year of public 
health engineering experience required, or its 
equivalent. Write to St. Louis County Civil 
Service Commission, 115 N. Meramec, Clayton 
5, Mo., for details and application. 


Public Health Engineer—Openings in II 
or III levels. Beginning salary range from 
$4,128 to $4,728. Maximum salaries $5,268- 
$6,048 for these intermediate levels. Require 
college degree with a minimum of one year’s 
experience in public health or similar agency. 
Dalton Roberts, Chief, Administrative Services, 
Colorado State Dept. of Public Health, 414 
State Office Bldg., Denver, Colo. 


Public Health Physician—Chief, Division 
of Chronic Diseases. Responsible position in- 
volving the development and direction of a 
chronic diseases control program. Experience 
in public health required. Experience in 
chronic diseases control program desirable. 
Eligible for Ohio license. Write Director, Ohio 
Department of Health, Columbus 15, Ohio. 


Public Health Director—for city of 30,000 
population. Must be licensed doctor of medi- 
cine with master’s degree in public health. 
Salary $9,200 per year. Board of Health, 
Middletown, Conn. 


Wanted—Deputy Director for a_ well 
organized county health department in Michi- 
gan. Physician must have treining in public 
health and eligible for Michigan license. At- 
tractive salary. Traveling expense and gener- 
ous fringe benefits. Write Box PH 
Employment Service, APHA. 


Bacteriologist—New York State County 
Laboratory. Modern, well equipped and 
staffed laboratory. Master’s degree or bache- 
lor’s degree with equivalent experience. Civil 
service, but temporary appointment can be 
arranged. Salary $4,200 going to $4,700 by 
five annual $100 increments. Joseph Lebowich, 
M.D., Director, Saratoga County Laboratory, 
215 Church St., Saratoga Springs, N. Y. 


Supervising Public Health Nurse—with 
degree; required to carry part of work load 
for small county health department. Two 
other public health nurses. Salary range 
$4,200-$4,500 per annum. Car allowance. Dr. 
J. D. Heaslip, Director, Health Center, 
Hastings, Mich. 


Public Health Nurses—in health depart- 
ment program. Monthly salary range for 
nurses with public health training $349.93- 
$382.06. Nurses without public health train- 
ing may qualify while on the job. Salary 
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$323.68-$334.39. Transportation furnished, 
uniform allowance, liberal vacation, illness, 
and pension benefits. Write to Miss Gertrude 
Mulaney, R.N., Superintendent of Nurses, 
Milwaukee Health Department, Milwaukee, 


Wis. 


Supervisor of Public Health Nurses— 
Salary $4,980-$5,340. Must have two years’ 
postgraduate work in public health and five 
years’ experience in public health nursing, two 
years of which have been in a supervisory 
capacity. City of Saginaw, Mich., located in 
the central part of eastern Michigan (popula- 
tion 100,000). Benefits include 10 days’ sick 
leave, two weeks’ annual leave paid per year, 
nine paid holidays, retirement benefits, and 
monthly car allowance. Apply Personnel De- 
partment, City Hall, Saginaw, Mich. 


Public Health Nurse Supervisor—$325- 
$390. Four years’ public health agency expe- 
rience at least one of which shall have been 
in a supervisory capacity; graduation from an 
accredited school of nursing and possession of 
a certificate of public health training and 
eligibility to practice nursing in Virginia re- 
quired. Harold Hudgins, Personnel Officer, 
Bureau of Personnel, Norfolk, Va. 


Public Health Nurse Superintendent— 
City of Norfolk, Va. Monthly salary range: 
$372-$447. Qualifications: five years of full- 
time experience in a recognized public health 
agency, two of which shall have been in a 
supervisory or teaching capacity and gradua- 
tion from an accredited school of nursing and 
a degree in public health. Special require- 
ments: possession of a certificate of public 
health training and eligibility to practice 
nursing in the State of Virginia. Harold 
Hudgins, Personnel Officer, Bureau of Person- 
nel, Norfolk, Va. 


Public Health Nurse—eligible for certifi- 
cation in State of Illinois to work with staff of 
five public health nurses. Excellent personnel 
policies. Minimum salary $3,900. Frank L. 
Quillman, M.D., Director, Montgomery County 
Health Dept., Hillsboro, III. 


Public Health Nurses—for generalized 
program, including school services. Urban and 
rural experience available. Salary $335—$420. 
Five-day week, three weeks’ vacation, liberal 
sick leave, retirement plan, merit system. Cars 
furnished or mileage allowance for personal 
car. E. M. Bingham, M.D., Health Officer, 
San Joaquin Local Health District, Box 2009, 
Stockton, Calif. 


Public Health Nursing Consultant, 
Communicable Diseases—to develop an ad- 
visory and educational program in a com- 
municable disease area of a generalized public 
health nursing program. Four years of public 
health nursing experience, including one year 
in a teaching, consulting, supervisory or ad- 
ministrative capacity and one year in the field 
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of communicable disease. Graduation from 
an approved school of nursing, supplemented 
by graduate work in public health nursing or 
public health nursing education with major 
course work in communicable disease or in 
academic equal to the leve! of a master’s de- 
gree. Merit system, retirement plan. Salary 
$5,160 per year with increments to $6,480 per 
ear. 

Public Health Nursing Field Supervisor 
—to supervise a group of district supervisors 
in a generalized public health nursing pro- 
gram. Four years’ public health nursing expe- 
rience, two years of which shall have been in 
field work, and two years in an administrative, 
supervisory, teaching, or consulting capacity. 
Graduation from an approved school of nurs- 
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ing, supplemented by graduate work in public 
health nursing, public health education, or 

ublic health to ho level of a master’s degree. 
Merit system, retirement plan, salary $5,160 
a year with increments to $6,480 per year. 

iss Madylin Hall, Director, Public Health 
Nursing, Philadelphia Dept. of Public Health, 
Room 615 City Hall Annex, Philadelphia, Pa. 


Senior Public Health Nurse—for District 
Health Unit in North Dakota. $325-$405. 
Merit system. Unit includes five counties. 
Staff has full-time health officer, three nurses, 
two sanitarians, and a secretary. Position 
available immediately. Cecil C. Smith, M.D., 
District Health Officer, Custer District Health 
Unit, Mandan, N. D. 


POSITIONS WANTED 


Physician—private practice; medical ex- 
aminer for two life insurance companies; 
considerable experience this type work; has 
office time available to examine for one or 
two additional first class life insurance com- 
panies which are represented in the New 
Orleans, La., area. Box P.H. 53, Employ- 
ment Service, APHA, 


Public Health Dentist—M.P.H. Wide 
training and experience. Box D-14, Employ- 
ment Service, APHA. 


Administrative Associate—B.S.P.H. de- 
gree in administration with graduate courses 


equivalent to M.S.P.H., and additional gradu- 
ate courses in public administration. Male. 
Single, 31 years old. Several years of respon- 
sible administrative experience, including 
tuberculosis control, statistics, and work sim- 
plification. Member of the APHA. Box 
C-27, Employment Service, APHA. 


Public Health Educator—M.P.H., Colum- 
bia. Former public health nurse. Fourteen 
years’ experience in public health: teaching, 
adminmstration, community relations, including 
five years’ foreign experience. ires perma- 
nent position in Northeast. Box HE-69, 
Employment Service, APHA. 


Commercial Advertisements 


All 2 


tions on the following commercial advertisements should be sent to 


Burneice Larson, Medical Bureau, Palmolive Building, Chicogo 11, Ill. 


OPPORTUNITIES AVAILABLE 


(a) Public health physician; direct health 
district, population 100,000; $12,000, expenses. 
(b) Public health physician; direct university 
student health department ; well staffed de- 

rtment; opportunity affiliation with state 
- alth department. (c) Public health physi- 
cian; assistant medical director, insurance 
company; East. (d) Program director, metro- 
politan health agency; duties: supervising, 
coordinating over-all service operations, ex- 
cept publicity, fund raising; large city, Mid- 
west. (e) Director, health education; outside 
Continental United States. (f) Associate di- 
rector, industrial hygiene; state health depart- 


ment. (g) Sanitary engineer to supervise 
gram, county health department; 000 ; 
st. (h) Health inspector; knowledge of 
meat and dairy product inspection required, 
foreign assignment, 2-year contract; renew- 
able; $8,400. (i) Public health nursing con- 
sultants; educators; South America. (j) 
Public health nursing supervisors; Alaska. 
(k) Assistant professor, public health nursing; 
graduate nurse program; large university, East. 
(1) Public health nurses to serve as field 
representatives, national health agency; West, 
East, Midwest. Burneice Larson, Medical 
Bureau, Palmolive Building, Chicago 11, Il. 


OPPORTUNITIES WANTED 


WANTED—Opportunities for group of well 
qualified public health physicians. Public 
health nurses, health educators, sanitary engi- 
neers, and laboratory workers. Candidates 


available for administrative, academic, and 
staff appointments. All negotiations strictly 
confidential. Burneice Larson, Medical Bureau, 
Palmolive Building, Chicago 11, Il 
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WHO News 


Health Engineering Defined 


A group of European authorities on 
public health engineering met in London 
and Oxford, March 31—April 7, for dis- 
cussions on education and training of 
sanitary engineers. Their recommenda- 
tions point to the need for far-reaching 
changes both in training of sanitary 
engineers and in the organization of 
public health services. 

A definition of “health engineering” 
was adopted—“the control by engineer- 
ing means of man’s physical environ- 
ment so as to promote his physical, 
social and mental well-being.” Because 
this means that the engineer should 
know something about health, the group 
broadened the training of sanitary en- 
gineers to include such basic non- 
engineering subjects as: “a general 
review of environmental sanitation in- 
cluding its role in human society espe- 
cially in public health, epidemiology, 
chemistry including toxicology, and 
biology including microbiology, parasi- 
tology, and animal vectors of disease.” 

The group further believed that it is 
“of fundamental importance that the 
sanitary engineer should function not in 
isolation but as part of the health team 
to which other members will contribute 
their special nonengineering skills.” En- 
gineers should thus be incorporated in 
the health services at various levels, a 
development not yet reached in most 
European countries. 


World-Wide Increase in Lung Cancer 


Statistics analyzed by the statistical 
office of WHO indicate a steady rise in 
deaths from cancer of the respiratory 
system in both men and women in the 
years 1949-1952. In each of 12 Euro- 
pean countries, the United States, Japan, 
Australia, and New Zealand, there have 


News from the Field 


been increases in death rates from 
respiratory cancer among men, ranging 
from 21 per cent in the United States to 
68 per cent in Japan. Among women in 
the 16 countries, no information was 
available for two countries; no increase 
or a negligible one was reported in four; 
in the remaining 10 the increase ranged 
from 9 per cent in France to 83 per cent 
in Japan. In general, however, death 
rates increased more for men than for 
women. 

The director-consultant on health sta- 
tistics of WHO, Dr. M. Pascua, points 
out factors that may influence these 
figures. Among them are the aging of 
the population and thus more persons in 
the groups among which cancer is most 
prevalent; the drop in tuberculosis mor- 
tality which may make recognition of 
cancer easier; and improvement in diag- 
nostic technics and case finding. How- 
ever, these factors would not account for 
the difference in figures for men and 
women. 

This review will be found in Vol. 12, 
No. 5 of the Bulletin of WHO and will 
later appear in more detail in an issue of 
the Epidemiological and Vital Statistics 
Report. 


The World Problem of Malaria 

Malaria: A World Problem has re- 
cently been published by WHO. It 
documents the reasons for WHO's 
projected world-wide malaria eradica- 
tion campaign. Its chief findings were 
discussed earlier in the February-March 
WHO Chronicle. Authors are E. J. 
Pampana, chief of WHO’s Malaria Sec- 
tion, and P. F. Russell, M.D., of the 
Rockefeller Foundation’s Division of 
Medicine and Public Health, who also 
serves as malaria consultant to WHO. 
Columbia University Press, 2960 Broad- 
way, New York 27, N. Y.; 70 cents. 
(See also A.J.P.H. 45:839 (June), 
1955.) 
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Korean Medical College Reopened 

The reconstructed Korean Medical 
College and Hospital was dedicated at 
Taegu on May 30. The United Nations 
Reconstruction Agency provided over a 
million dollars toward rehabilitating the 
physical plant and for the necessary 
equipment. 

The Swiss government, on the request 
of the Korean government, has provided 
$235,000 for a Swiss medical missien to 
give technical advice and guidance in 
restoring the teaching facilities of this 
medical center. Under this arrangement 
a Swiss Red Cross team of 14 medical, 
technical, and administrative personnel 
is at the Taegu Hospital developing 
medical and nursing courses and assist- 
ing in the training of nurses and doctors 
in modern medical and surgical pro- 
cedures. 


Executive Board Meets in Mexico 

The 18-member Executive Board of 
WHO met in Mexico City on May 31 
after the conclusion of the Eighth World 
Health Assembly. It agreed that the 
ninth assembly would be held in Geneva 
beginning May 9, 1956. For the coming 
year Dr. Sabeeh Al-Wahbi of Iraq was 
elected chairman. Six of the members 
present at the Mexico City meeting had 
been newly designated by their coun- 
tries: Argentina, Ecuador, Finland, 
Pakistan, Philippines, and Portugal. 

The board postponed until its meeting 
in January, 1956, the possible establish- 
ment of a committee in connection with 
a world-wide malaria eradication cam- 
paign and a world fund to be composed 
of voluntary contributions to help 
finance national campaigns. 


Meeting Industry's Nursing Needs 


An attempt to develop new programs 
in nursing education designed to pre- 
pare nursing students to meet industry’s 
basic nursing needs adequately is under 
way in Minnesota. The American Jour- 


nal of Nursing Company has made a 
grant to the Minnesota League for 
Nursing for a two-year study of this 
problem. The study will be conducted 
by six collegiate nursing schools in 
Minnesota with the cooperation of the 
State Nurses Association, the Depart- 
ment of Health, and the Board of Nurse 


Examiners. 


New NLN Officers 


The 1955 biennial meeting of the 
National League for Nursing was held 
in St. Louis, May 2-6. This was the 
first meeting of the new organization 
founded in 1952 by the fusing of seven 
separate national nursing groups, the 
oldest of which dated back to 1893 and 
the two newest to 1949. 

Officers elected at the St. Louis meet- 
ing are: 

President—Ruth B. Freeman, Ed.D., associate 
professor of public health administration, 


Johns Hopkins School of Hygiene and Pub- 
lic Health, Baltimore. 


Vice-Presidents—Mildred I. Lorentz, director 
of nursing, Michael Reese Hospital, Chicago 
Mrs. Charles B. Gleason, Cleveland 
Ruth E. Telinde, executive director, Mil- 
waukee Visiting Nurse Association 


Treasurer—Edward H. Spencer, Sage Gray 
Todd and Sims, New York 


Secretary—Anna Fillmore, headquarters, 
New York 


Pennsylvania Tuberculosis Societies 
Merge 


In accordance with the recommenda- 
tion of both the Pennsylvania and Na- 
tional Tuberculosis Associations, two 
local tuberculosis associations in Lu- 
zerne County have voted to merge into a 
larger valley-wide Wyoming Valley 
Tuberculosis and Health Society. The 
Nanticoke Society serving that city and 
a population of about 50,000 has had its 
request to merge with the valley society 
granted. The new merged unit now 
serves a population of about 250,000 in 
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two cities, 25 townships, and 17 bor- 
oughs. Two other tuberculosis societies 
in the county, centered respectively in 
the cities of Hazelton and Pittston serve 
about 142,000 in two cities, 11 town- 
ships, and 16 boroughs. 


New England Health Education 
Association 


The New England Health Education 
Association, reported to be the nation’s 
oldest organization of health educators, 
held its annual meeting at Groton, Mass., 
on May 6. At its mid-year meeting in 
Boston, Mass., on December 2, 1955, 
Ira V. Hiscock, D.Sc., president-elect of 
the American Public Health Association, 
will be given a testimonial luncheon. 
The 1956 annual meeting will be held 
at the University of Connecticut, Storrs, 
on May 1] and 12, as part of the univer- 
sity’s 75th anniversary program. 

Officers elected at the recent meeting 
are: 


President—John E. Farrell, Sc.D., executive 
secretary, Rhode Island Medical Society 
President-Elect—Clarence W. Metcalf, direc- 
tor of health education, New Hampshire 

State Health Department 

Vice-President—George A. Kenny, chief 
health educator, Rhode Island State Depart- 
ment of Health 

Corresponding Secretary—Wyntha Tompkins, 
secretary, Middlesex Health Association, 
Essex, Mass. 

Recording Secretary—George Van Bibber, di- 
rector, School of Physical Education, Uni- 
versity of Connecticut 

Treasurer—Ruth T. Clough, health educator, 
Maine Department of Health and Welfare 


Children's Rehabilitation Center 


An 84-bed Children’s Rehabilitation 
Center was opened at the Bird S. Coler 
Hospital in New York City in June. The 
unit is sponsored jointly by the United 
Cerebral Palsy of New York City and 
the Department of Physical Medicine 
and Rehabilitation of New York Medi- 
cal College Flower and Fifth Avenue 
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Hospitals. in conjunction with the City 
Departments of Health and Hospitals. 

The center is designed to serve 
severely handicapped children, ages 
6-21, suffering from neuromuscular and 
musculoskeletal disorders. A research 
and training program for medical stu- 
dents, residents, therapists, and nurses 
is carried on under the supervision of 
the New York Medical College. 

The Bird S. Coler Hospital is one of 
New York City’s hospitals for the chron- 
ically ill. It has a capacity of nearly 
2,000 and is affiliated with New York 
Medical College. Philip Kahan, M.D., is 
medical superintendent. 


Award to Sanitation Foundation 


In appreciation of its successful 10- 
year program in bringing representa- 
tives of official health agencies together 
with members of its industry to improve 
sanitation for the benefit of all, the Food 
Service Equipment Industry at its an- 
nual meeting in May at Chicago pre- 
sented a special Award of Merit to the 
National Sanitation Foundation. The 
award, in the form of a handsome 
plaque, was accepted by Walter F. 
Snyder, executive director of the founda- 
tion. The citation reads: “In recognition 
of outstanding service in the develop- 
ment of sanitation and construction 
standards of food service equipment, 
and of ever continuing efforts to sim- 
plify and standardize public health and 
sanitation codes, and to encourage co- 
operation between our industry, sani- 
tarians and public health officials, this 
Award of Merit is presented to the Na- 
tional Sanitation Foundation by order 
of the Board of Directors of the Food 
Service Equipment Industry, Inc.” 


Boston Poison Information Center 
What is said to be “the third of its 


kind in the country” is the Boston 
Poison Information Center, opened in 
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September, 1954. The service of the 
center is available to physicians any- 
where in the country, but it is not in- 
tended to replace hospitals in the 
diagnosis and treatment of poisoning 
cases. It does serve as a central point 
for information on a 24-hour basis. 

The center was set up with the cooper- 
ation and support of the Massachusetts 
Department of Health and the Massa- 
chusetts Chapter of the Academy of 
Pediatrics. The academy’s Committee 
on Accident Prevention, under the 
leadership of George Wheatley, M.D., 
has given special consideration to the 
problem of poisoning. 

The first poison information center 
was set up in Chicago with the coopera- 
tion of numerous community agencies 
under the leadership of Edward Press, 
M.D. Later a center was set up in Wash- 
ington, D.C. Early in 1955 such a cen- 
ter was also organized in New York 
City (A.J.P.H. 45:844 (June), 1955.) 

The Boston center is located at the 
Children’s Medical Center, 300 Long- 
wood Ave., Boston 15, under the direc- 
tion of Lendon Snedeker, M.D., its 
executive secretary, to whom inquiries 
should be addressed. 

In addition to these four centers, 
which probably are the pioneer ones, 
there are seven similar centers in as 
many cities and states, Cincinnati, 
Dallas, Durham, Indianapolis, Louis- 
ville, Phoenix, and Springfield. In ad- 
dition, a center is being developed in 
Baltimore. 


Border Public Health Association 


The campus of the University of 
Mexico and the Eighth World Health 
Assembly formed the backdrop for the 
13th Annual Meeting of United States- 
Mexican Border Public Health Associa- 
tion meeting in Mexico City on May 
6-9. Public health problems peculiar to 
the areas on each side of the border, co- 
operative measures being taken to meet 


them, progress noted, and future plans 
comprised the basis for the technical dis- 
cussions in the general sessions and 
meetings of the eight sections. 

Among the recommendations made 
were that: bilingual (English-Spanish) 
personnel be assigned to health depart- 
ments on both sides of the border; and 
that tuberculosis control and rehabilita- 
tion programs he stepped up in the states 
on the border. 

The association selected for further 
study: intensified efforts for the control 
of brucellosis and rabies in Mexico and 
the United States, particularly in the 
border states; preparation and distribu- 
tion of audiovisval material in Spanish 
for health education; establishment of 
international facilities on the border for 
field training of public health personnel. 

Dr. Arturo Rico Gonzalez, chief, 
Servicios Coordinados de Salubridad y 
Asistencia, Chihuahua, Mexico, is the re- 
tiring president. The 1956 meeting will 
be held in Calexico-Mexicali, the 1957, 
in San Antonio, Tex. Regional meetings 
will precede the annual meetings to af- 
ford an opportunity for those unable to 
attend the annual meetings to discuss 
border problems. 

Officers elected for 1955-1956 are: 


President—George W. Marx, director and 
chief engineer, Bureau of Sanitation, Ari- 
zona State Health Department 

President-Elect — Dr. Guillermo Soberanes, 
Jefe, Servicios Coordinades de Salubridad y 
Asistencia, Hermosillo, Sonora 

Vice Presidents—Dr.* Esteban de Essesarte, 
director, Unidad Sanitaria y Asistencial, 
Agua Prieta, Sonora. Dr. Austin W. Matthis, 
health officer, Imperial County Health De- 
partment, E] Centro, Calif. 

Secretary-Treasurer—Dr. Sidney B. Clark, 
Pan American Sanitary Bureau, Ei Paso, 
Tex. 


Solving Workers’ Medical Problems 


A special committee has been ap- 
pointed by the American Medical Asso- 
ciation to consult with labor and 
management in a joint effort to solve 


" 
rife 
| 
| 
elf 
% 
j ay 
\ 


medical problems of working people. 
The committee was announced by the 
chairman of the AMA Board of 
Trustees, Dwight H. Murray, M.D., at 
the recent 15th annual conference on 
industrial health. 

In commenting on the committee, the 
chairman of the Council on Industrial 
Hygiene said that although there were 
widely divergent views on medical care, 
there were many areas, notably in the 
field of preventive medicine, where there 
is sufficient common ground for fruitful 
discussion of issues. 

Among the four members of the com- 
mittee are William P. Shepard, M.D., 
chairman of AMA’s Council on Indus- 
trial Health, and vice-president of the 
Metropolitan Life Insurance Company, 
in charge of health and welfare. Other 
members are AMA’s president-elect, 
Elmer Hess, M.D., James R. McVay, 
M.D., a member of its Board of Trustees, 
and Joseph D. McCarthy, chairman of 
its Council on Medical Service. 


Another New in Sanitation 


“Bulletin of Sanitation” a semiannual 
publication of the Northern California 
Chapter, California Association of Sani- 
tarians, is a new publication in the field 
of sanitation. The first issue was pub- 
lished in April, 1953. The early issues 
have included technical discussions of 
such topics as Poultry Sanitation and 
Inspection, the Human Factor in Public 
Health Programs, Some Anthropological 
Considerations of Environmental Sanita- 
tion, and Legal Methods of Food Sam- 
pling. W. W. Sampson, Ph.D., School 
of Public Health, University of Cali- 
fornia, Berkeley 4, is the editor. Free 
to chapter members; 25 cents a copy to 
others. 


Symposium on Arteriosclerosis 


A Symposium on Arteriosclerosis 
sponsored by the University of Minne- 


NEWS FROM THE FIELD VOL. 45 1093 


sota and the Minnesota Heart Associa- 
tion will be held at the University of 
Minnesota Medical School on Septem- 
ber 7-9, 1955. Five general sessions, 
and a half-day of clinic and laboratory 
visits will be devoted to: The Challenge 
of Arteriosclerosis, Atherosclerosis, Pe- 
ripheral and Cerebral Arteriosclerosis, 
The Internist and Some Tools, and 
Surgical Treatment of Arteriosclerosis. 

General chairman of the symposium 
is Ancel Keys, Ph.D., director, Labora- 
tory of Physiological Hygiene of the 
university's School of Public Health. 
Further information regarding reserva- 
tions, housing, etc., from Robert B. 
Howard, M.D.. Mayo Memorial, Univer- 
sity of Minnesota Medical School, 
Minneapolis 14, Minn. 


Household Sewage Disposal Studies 


In 1946 the U. S. Public Health 
Service inaugurated a field study of 
household sewage disposal systems. The 
third progress report, “Studies on 
Household Sewage Disposal Systems, 
Part III” has just been published. It 
records the results of further studies 
conducted since 1949. The two earlier 
reports were based on studies made 
prior to 1949. Ground garbage and 
synthetic detergents are among the new 
subjects discussed in Part III. (See 
A.J.P.H. 40:782 (June), 1950, and 
42:1032 (Aug.), 1952.) Superintendent 
of Documents, U. S. Gov. Ptg. Office, 
Washington 25, D. C.; $1. 


Kentucky Public Health Association 


The seventh annual meeting of the 
Kentucky Public Health Association 
was held jointly with the Kentucky Con- 
ference of Public Health Workers in 
April. Among the speakers was State 
Health Commissioner Bruce Under- 
wood, M.D., who recommended active 
citizen health committees in every com- 


munity. Henry F. Vaughan, Dr.P.H., 
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dean of the School of Public Health, 
University of Michigan, spoke on the 
need to educate people to an awareness 
of modern health problems. 

Health educators staged a “Do-It- 
Yourself-Clinic” in which various means 
of bringing health information to the 
community were discussed. 

At this meeting a first presentation of 
an award “for the most significant con- 
tribution to public health in 1954” was 
initiated. The award was presented to 
James Armstrong, chairman of the 
Henderson County Citizens Health Com- 
mittee which was active in securing bet- 
ter water and sewage disposal facilities, 
mosquito control, and support for better 
nutrition programs in the county 
schools. 

R. F. Dixon, deputy commissioner in 
charge of administrative services, Ken- 
tucky State Department of Health, was 
elected president to succeed Mary A. 
Gallagher. 


PERSONALS 


Jessie Bierman, M.D.,* professor of maternal 
and child health, University of California 
School of Public Health, is on a six-month 
sabbatical leave to serve as maternal and 
child health consultant in the Southeast Asia 
Regional Office of WHO in Manila. 

Howarp Boswortn, M.D.,¢ Los Angeles, 
Calif., was chosen as president-elect of the 
National Tuberculosis Association at the 
annual meeting in Milwaukee in May. 

Etten L. Boyce, executive secretary, St. 
Louis (Mo.) Tuberculosis and Health Soci- 
ety, was chosen president-elect of the Na- 
tional Conference of Tuberculosis Workers 
at the annual meeting of the conference in 
Milwaukee in May. 

Orro W. Branpuorst, D.D.S.,¢ of St. Louis, 
Mo., adviser to the United States delegation 
to the Seventh World Health Assembly in 
Mexico City, was awarded the honorary de- 
gree of doctor of science at the annual com- 
mencement exercises of the Medical College 
of Virginia at Richmond, May 31. 

Harotp W. Brown, M.D., Dr.P.H.,* has re- 
signed from the directorship of the 
Columbia Universi:yy School of Public 


* Fellow. 
+ Member. 


Health, New York City, effective July 1. Dr. 
Brown will continue as professor of para- 
sitology, serving in both the School of Pub- 
lic Health and Administrative Medicine and 
in the Medical School. He will also con- 
tinue his association at the Presbyterian 
Hospital as consultant in parasitology. 

Epwin Cameron, M.D.,* for the past two 
years at New Delhi, India, as adviser in 
education and training to the WHO regional 
director for Southeast Asia, is now director, 
Division of Preventive Medici, Kentucky 
State Health Department, Louisville, suc- 
ceeding U. Pentt1 Koxxo, M.D.,+ who re- 
mains as director, Division of Local Health 
Services. 

Evcene P. Campsett, M.D.,* has been ap- 
pointed deputy chief, Division of Public 
Health, Foreign Operations Administration, 
Washington, D. C., after serving for 13 years 
in South America under the Institute of 
Inter-American Affairs. 

L. Couze, M.D.,7 director of medical 
research, Lorenz Foundation, New York 
City, and editor, International Bulletin for 
Medical Research, has been elected presi- 
dent of the International Society for Re- 
search of Fatigue and Rest, with headquar- 
ters in New York City. 

Rosert D. Derries, M.D., D.P.H.,* professor 
and director, School of Hygiene and Con- 
naught Laboratories, University of Toronto, 
Ontario, Canada, received an honorary de- 
gree of doctor of laws at a special convoca- 
tion of the University of Saskatchewan on 
May 14, held in connection with the official 
opening of the new university hospital. 

Lr. Water R. peForest, MC, USA 
(Rtd.),* recently chief of preventive medi- 
cine, Fort Knox, Kentucky, has been ap- 
pointed deputy area medical administrator, 
United Mine Workers of America, Welfare 
and Retirement Fund at Morgantown, 
W. Va. 

Murray A. Drtamonp, M.D., former chief, 
Medicine and Surgery Branch, Division of 
Hospitals, has been appointed deputy chief 
and assistant chief for operations, Division 
of Personnel, Public Health Service, Wash- 
ington, D. C. 

WituiaM Fetpman, M.D., of the Mayo Clinic, 
Rochester, Minn., received the Trudeau 
Medal at the meeting of the National 
Tuberculosis Association in Milwaukee in 
May. 

Morey R. Fietps, Ed.D., M.P.H.,* director, 
Bureau of Health Education, New York 
City Department of Health, is on a two-year 
leave to serve as health education consultant 
on WHO's maternal and child welfare pro- 
gram in India, working out of Calcutta and 
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teaching health education at the All-India 
Institute for Hygiene and Public Health of 
the University of Calcutta. 

Exizaseta Freeman,t former bacteriologist, 
Florida State Board of Health Laboratory, 
is now bacteriologist, Special Bacteriology 
Laboratory, the Public Health Service’s 
Communicable Disease Center, Chamblee, 
Ga. 

Ruta B. Freeman, R.N., Ed.D.,* associate 
professor of public health administration, 
Johns Hopkins University School of Hygiene 
and Public Health, Baltimore, Md., has been 
elected president of the National League for 
Nursing, New York City. Miss Freeman 
is a member of the Executive Board, APHA. 

Horace M. Gezon, M.D.,7 associate professor 
of epidemiology, Graduate School of Public 
Heatlh, University of Pittsburgh, has been 
appointed director, Public Health Labora- 
tories, Pittsburgh (Pa.) Department of 
Public Health, succeeding Grorce Lacy, 
M.D., resigned. 

Heten E. Hestap, R.N.,+ former director, 
Visiting Nurse Association, Indianapolis, 
Ind., is now executive director, Visiting 
Nurse Association, Omaha, Neb. 

Freperick D. consultant, National 
Tuberculosis Association, New York City, 
received the Will Ross Medal at the meeting 
of the National Tuberculosis Association in 
Milwaukee in May. 

Oscar E. Hussarp, M.D., former chief, Neuro- 
psychiatric Service, Veterans Administration, 
Albuquerque, N. M., has been appointed 
chief, Mental Health Section, Alaska De- 
partment of Health, Juneau. 

Jane Icou,t former administrator, Bowling 
Green State University Health Services, 
Ohio, is now director, Medical Facilities 
Division, Alaska Department of Health, 
Juneau. 

R. E. Jounson, M.D.,+ former Pueblo City- 
County health officer, Colo., is now acting 
director, South Plains Health Unit, Brown- 
field, Tex. 

Wayne Jounson is sanitarian, Springfield 
(Chio) Health Department. 

Joun W. Knutson, D.D.S., Dr.P.H.,* chief 
dental officer, Public Health Service, Wash- 
ington, D. C., has been assigned to WHO, 
Geneva, for a six-month period, effective 
July 1, to organize a dental program. 

Cuaries U. Letourneau, former asso- 
ciate director of the program and profes- 
sorial lecturer in hospital administration at 
Northwestern University Medical School, 
Chicago, Ill, has been appointed director 


* Fellow. 
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of the program in hospital administration 
and associate professor of hospital adminis- 
tration, succeeding Matcorm T. Mac- 
Eacuern, M.D., founder and present direc- 
tor of the program, who will continue as 
honorary director and professor of hospital 
administration. 

Irene Lewis, R.N., is now employed as a pub- 
lic health nurse in Ozaukee County, Wis. 
LaVerne S. MILter, senior sanitarian, Douglas 

County Health Department, has joined the 
staff of the Oregon State Board of Health, 
Portland, as head of the vector control pro- 

gram, General Sanitation Section. 

G. Frepertck Moencu, M.D.,* is director of 
the Midland (Mich.) City-County Health 
Department. 

Hosart Montcomery is sanitarian, Lake 
County (Ohio) Department of Health. 

Marsorie More, public health nurse, San 
Bernardino County Health Department, 
Calif., has been selected as winner of the 
1955 Mary M. Roberts Fellowship Award 
of the American Journal of Nursing for a 
year’s study in journalism. 

Freperick D. Mort, M.D.,* medical adminis- 
trator, Memorial Hospital Association of 
Kentucky, Inc., Washington, D. C., received 
an honorary degree of doctor of laws at 
a special convocation of the University of 
Saskatchewan on May 14, held in connection 
with the official opening of the new univer- 
sity hospital. 

Pameta S. Otmstep,} health education assist- 
ant, Washington State Health Council, has 
been appointed acting executive secretary, 
succeeding Seymour SrTanpisu, Jr.,t re- 
signed to become director of public rela- 
tions, Washington Hospital Service Associa- 
tion, Seattle. 

Emm E. Patmguist, M.D., M.P.H.,* former 
assistant chief, Division of International 
Health, Public Health Service, is now direc- 
tor of public health, Department of Health, 
Berkeley, Calif. 

H. H. Pansine, M.D.,+ was recently feted with 
an informal dinner and program in honor 
of his 35th year as Montgomery County 
(Ohio) health commissioner. 

B. Parsons,f former assistant in 
health education, Connecticut Tuberculosis 
Commission, is now field supervisor, Market 
and Opinion Research, Robert W. Pratt 
Company, East Greenwich, R. L 

Davw D. Peeses, dairy scientist and presi- 
dent, Western Condensing Company, Peta- 
luma, Calif., has received the 1955 biennial 
Food Technology Award, sponsored by Food 
Engineering, for developing the “magic 
crystals” process used to produce Carnation 
Instant nonfat dry milk solids. 
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Ciara E. Ricumonp,* former nursing con- 
sultant, the Health Insurance Plan of 
Greater New York, is now nursing con- 
sultant, American Cancer Society. 

J. R. Rosrnson, D.D.S., former director, Divi- 
sion of Dental Health, Louisville-Jefferson 
County (Ky.) Board of Health, has been 
named director of the newly organized 
Division of Dental Health, Department of 
Health, Territory of Hawaii. 

Mayor Donato H. Rostnson,t former chief 
of preventive medicine at Fort Sill, Okla., 
has been named director, Bureau of Medi- 
cine Service, Pittsburgh (Pa.) Health 
Department. 

Bertt. Roos, M.D., medical officer of the 
Health Authority of Gothenburg, Sweden, 
in this country on a WHO Fellowship, was 
a recent visitor in the office of the American 
Public Health Association. 

A. S. Romreica, M.D., Dr.P.H.,7 has suc- 
ceeded Georce R. Pantera, M.D., resigned, 
as health commissioner of Columbiana 
County, Ohio. 

Paut C. Sampson, M.D., of Oakland, Calif. 
was chosen president-elect of the American 
Trudeau Society at the Milwaukee meeting 
in May. 

Isapore SILverMAN,t formerly with the 
Missouri Division of Health, is now on the 
staff of the Alaska Health Department in the 
Sanitation and Engineering Section, as- 
signed to the Bethel area. 

Oma J. Smirn, R.N.,t field advisory nurse, 
Kentucky State Department of Health, 
Louisville, has received the 1955 Official 
Organization Loyalty Award of the Ken- 
tucky Tuberculosis Association. 

Joun F. Winn, D.V.M., M.P.H., officer in 
charge of the laboratory, Encephalitis In- 
vestigations Unit, Public Health Service, 
Greeley, Colo., has been transferred to the 
Laboratory Branch, Communicable Disease 
Center, Chamblee, Ga. 

Bernice Witmyer has been appointed commer- 
cial artist, Bureau of Public Health Educa- 
tion, Pennsylvania State Department of 
Health, Harrisburg. 

Barta J. Wop, R.N., executive secretary of 
the Lycoming County (Pa.) Tuberculosis 
Society, has retired after serving 24 years. 
She has been succeeded by staff member 
Verna L. Beck. 

Enrique Sacapricas Zayas, M.D., has been 
appointed director-general, medical special- 
ist, and president of the Council of the 
Finlay Institute, Ministry of Health and 
Social Welfare of Cuba. 


* Fellow. 
+ Member. 


DEATHS 

Franziska Guenke, R.N.,¢ consultant in pub- 
lic health nursing to the World Health 
Organization of the United Nations, on 
June 9 (Public Health Nursing Section). 

Percy Harris, M.D.,+ health officer of Scotts- 
ville, Va., on February 4 (Health Officers 
Section). 

A. Henperson, M.D.,¢ health officer, 
Savannah-Chatham County (Ga.) Health 
Department (Health Officers Section). 

Lirrtesyoun, M.D., Dr.P.H.,* former 
director, Wayne County Department of 
Health, Eloise, Mich. (Health Officers 
Section). 

MarsHatt A. SHarrer,t senior engineer, 
Architectural Engineering Branch, Public 
Health Service Hospital Facilities Division, 
Washington, D. C. (Engineering Section) . 

Howarp C. Stewart, M.D., Dr.P.H.,* princi- 
pal public health physician, Division of 
Tuberculosis, New York State Department 
of Health, Albany, on May 27 (Epidemiol- 
ogy Section). 

D. Warp, R.N.,¢ of Chicago, Ill. (Public 
Health Nursing Section). 


CONFERENCES AND DATES 


American Public Health Association, 83rd 
Annual Meeting, Kansas City, Mo., 
November 14-18. 


State and Regional Public Health Meet- 
ings: 

Michigan Public Health Association, Pant- 
land Hotel, Grand Rapids, Mich. October 
6-8. 

Minnesota Public Health Association. Hotel 
Nicollet, Minneapolis, Minn. September 
29-30. 

New England Health institute. Colby Col- 
lege, Waverville, Me. August 30-Septem- 
ber 1. 

North Carolina Public Health Association. 
Robert E. Lee Hotel, Winston Salem, N. C. 
September 22-24. 

Ohio Public Health Association. Deshler 
Hilton Hotel, Columbus, Ohio. September 
12-14. 

Pennsylvania Public Health Association. 
Pennsylvania State University, State Col- 
lege, Pa. August 15-18. 

South Dakota Public Health Association. 
Marvin Hughitt Hotel, Huron, S. D. Sep- 
tember 28-30. 

Washington Public Health Association. 
Davenport Hotel, Spokane, Wash. Sep- 
tember 12-13. 
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West Virginia Public Health Association. 
Daniel Boone Hotel, Charleston, W. Va. 
September 8-9. 


Meetings of Other Organizations Coming 
in August, September, and October: 


American Academy of Pediatrics. Palmer 
House, Chicago, Ill. October 3-6. 

American Association of Medical Record 
Librarians. La Salle Hotel, Chicago, Ill. 
October 3-7. 

American Chemical Society. Minneapolis, 
Minn. September 11-16. 

American Dental Association. San Fran- 
cisco, Calif. October 17-20. 

American Dietetic Association. St. Louis, 
Mo. October 18-21. 

American Heart Association. New Orleans, 
La. October 22-26. 

American Hospital Association. Atlantic 
City, N. J. September 19-22. 

American Occupational Therapy Associa- 
tion. San Francisco, Calif. October 22-28. 

American Psychological Association. San 
Francisco, Calif. September 2-7. 

American Society of Civil Engineers. New 
York, N. Y. October 17-21. 

American Veterinary Medical Association. 
Mirneapolis, Minn. August 15-18. 


INNERSPRING 
MATTRESSES 


Outstanding for Quality and Value 


© Slumberland's Gilt-Edge* Mattress... 

with the exclusive BACK PROTEK- 
TOR construction for extra firm 
center support. 20-year Guarantee 
in writing when mattress and box 
spring are purchased together. Only 
$79.50 each. 


Slumberland's Centa-Firm* Mattress ... 
extra firm in the center where “ths 
of the body weight is concentrated, 
while gently firm at the head and 
feet. Only $39.50. 


SLUMBERLAND PRODUCTS CO. 
BOSTON — NEW YORK 
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Association of American Medical Colleges. 
New Ocean House, Swampscott, Mass. 
October 24-26. 

Canadian Public Health Association. Mac- 
donald Hotel, Edmonton, Alberta, Canada. 
September 6-8. 

Federation of Sewage and Industria! Wastes 
Associations. Atlantic City, N. J. Octo- 
ber 10-13. 

International Association of Milk and Food 
Sanitarians, Inc. Augusta, Ga. October 
1-3. 

National Association of Sanitarians. Shera- 
ton Plaza Hotel, Boston, Mass. August 
22-25. 

National Conference on Physicians and 
Schools. Hotel Morraine, Highland Park, 
Ill. October 12-14. 

National Council on Family Relations. Min- 
neapolis, Minn. August 23-26. 

National Medica! Association. Los Angeles, 
Calif. August 8-11. 

National Recreation Association, Denver, 
Colo. September 27-October 1. 

National Safety Council. Conrad Hilton 
Hotel, Chicago, Ill. October 17-21. 


Directory of Health 
Service 


TP! 
(Treponema Pallidum Immobilization Test) 


information on fees, and on collection and sub- 
issi of speci furnished upon request 


THE DICKMAN LABORATORIES 
1415 W. Erie Ave. Philadelphia 40, Pa. 


BLACK & VEATCH 


Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision of Construction, Investi- 
gations, Valuation and Rates. 


4706 Broadway, Kansas City 2, Mo. 


EMERSON VENABLE, P. E. 
Chemist and Chemical Engineer 
Atmospheric Pollution. 
Industrial Hygiene Chemical Warfare 


6111 Fifth Ave., Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 
A Personne! Administration Service in the 
Field of Public Health 
Available to State and - Health Departments 


an 
Merit Systems 
Examinations Field Consultation 


American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 
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The American Public Health Association acknowledges with deep appreciation its Indebtedness 
to these Sustaining Members whose annual dues help support its general program 


Sustaining Members 
Amalgamated Laundry Workers Health Center, Inc., New York, N. Y. 
American Aerovap, Inc., New York, N. Y. 
American Association of Medical Social Workers, Seay oe D. C. 
American Bottlers of Carbonated Beverages, Washington, D. C. 
American Can Company, New York, N. Y. 
Association for the Aid of Crippled Children, New York, N. Y. 
George Baehr, M.D., New York, N. Y. 
Borden Company, New York, N. Y. 
Chlorine Institute, Inc., New York, N. Y. 
Congress of Industrial Organizations, Washington, D. C. 
Difco Laboratories, Detroit, Mich. 
Diversey Corporation, Chicago, Ill. 
Equitable Life Assurance Society of the United States, New York, N. Y. 
Grand Concourse Medical Group, New York, N. Y. 
John Hancock Mutual Life Insurance Company, Boston, Mass. 
Hellige, Inc., Garden City, N. Y. 
Hoffmann-La Roche, Inc., Nutley, N. J. 
International Association of Ice Cream Manufacturers, Washington, D. C. 
International Association of Machinists, Washington, D. C. 
International Equipment Company, Boston, Mass. 
Lederle Laboratories Division, American Cyanamid Co., New York, N. Y. 
Liberty Mutual Insurance Companies, Boston, Mass. 
Licensed Beverage Industries, Inc., New York, N. Y. 
Life Insurance Company of Virginia, Richmond, Va. 
Lily-Tulip Cup Corporation, New York, N. Y. 
Merck & Company, Inc., Rahway, N. J. 
M & R Laboratories, Columbus, Ohio 
Metropolitan Life Insurance Company, New York, N. Y. 
Montefiore Hospital Medical Group, New York, N. Y. 
National Dairy Products Corporation, New York, N. Y. 
New York Hotel Trades Council and Hotel Association Health Center, 
Inc., New York, N. Y. 
Oval Wood Dish Corp., Tupper Lake, N. Y. 
Prudential Insurance Company of America, Newark, N. J. 
Rip Van Winkle Clinic, Hudson, N. Y. 
Ross-Loos Medical Group, Los Angeles, Calif. 
Sealright Company, Inc., Fulton, N. Y. 
Sharp and Dohme, Inc., Glenolden, Pa. 
Sidney Hillman Health Center, New York, N. Y. 
E. R. Squibb and Sons, New York, N. Y. 
Steiner Sales Company, Chicago, Ill. 
Sun Life Insurance Company, Baltimore, Md. 
and Building Janitors’ Union, Chicago Office, 
icago, Ill. 
Travelers Insurance Company, Hartford, Conn. 
UAW-CIO (United Automobile, Aircraft and Agricultural Implement 
Workers of America) , Detroit, Mich. 
Union Central Life Insurance Company, Cincinnati, Ohio 
Upjohn Company, Kalamazoo, Mic 
Velsicol Corporation, Chicago, Ill. 
Winthrop-Stearns, Inc., New York, N. Y. 
Wyeth Laboratories, Inc., Philadelphia, Pa. 
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HOLLAND-RANTOS COMPANY, INC. © 145 HUDSON STREET, NEW YORK 13, N.Y 


Xx! 


REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


(Officially Approved by the Governing Council of the A.P.H.A.) 


Educational and Experience Qualifications of Administrative Personnel (Non-Medical} in Public 
Health Agencies 

Educational and Experience Qualifications of Physicel Therapists in Public Health Agencies 

Educational Qualifications of Industrial Hygiene Personnel Other Than Medical, Dental, and 
Nursing (Proposed) 

Educational and Experience Qualifications of Public Health Laboratory Workers 

Educational Qualifications of Executives of Voluntary Health Associations 

Educational Qualifications of Community Health Educators 

Educational Qualifications of Directors of Public Health Departments (Proposed) 

Educational Qualifications of Medical Administrators of Specialized Health Activities 

Educational Qualifications of Medical Sociai Workers in Public Health Programs 

Educational Qualifications of Nutritionists in Health Agencies 

Educational Qualifications of Public Health Dentists 

Educational Qualifications of Sanitary Engineers Engaged in the Field of Public Health (Proposed) 

Educational Qualifications for Public Health Nursing Personnel 

Educational Quelifications of Public Health Statisticians 

Educational Qualifications of Public Health Veterinarians 

Educational Qualifications of Sanitarians 

Educational Gualifications of School Physicians 

Report on Field Training of Public Health Personnel 


Single copies are available without charge 
Address requests to the 
Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway at 58th Street New York 19, N. Y. 
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10th EDITION OF DAIRY PRODUCTS 


The 10th Edition of Standard Methods for the Examination of Dairy 
Products is now available. This half-century old authority in the laboratory 
examination of milk, cream, and frozen dairy food ingredients has been com- 
pletely rewritten. Important changes will be found in: 

Emphasis on direct microscopic clump counts. 
Methods of sampling milk and cream. 


Determination of time lag in obtaining uniform temperature in all milk or cream 
in various sizes and shapes of tanks. 


Substitution of swab method for determining surface contamination of equipment. 
Emphasis on use of 3-A Sanitary Standards for equipment. 

Use of milk-free plating medium. 

Approval of a metal syringe measuring 0.01 ml test portions of milk or cream. 
Stains approved for direct plate counts. 

Interpretations of coliform counts. 

Approved phosphatase tests. 


Directions for the Milk Ring Test are included for the first time. The 


chapters on vitamin determinations have been omitted. 


Enforcement agencies, producers, and processors must have this new edition 
to know the requirements of local or state ordinances and laws that specify 
Standard Methods as the official laboratory procedures. 


Price $4.75 


Also available 


Reprint of the second chapter, “Microbiological Methods for Milk and Cream,” of 
10th Edition. 75 cents. Photographic Sediment Chart, 10th Edition available. 


AMERICAN PUBLIC HEALTH ASSOCIATION, INC. 
1790 Broadway New York 19, N. Y. 
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IN TINEA CAPITIS 


Use Council Accepted 


OINTMENT 


SALUNDEK® 


(NEW) 
Brand of ZINCHLORUNDESAL 


Now, a strikingly improved formulatior 
incorporating ney mono and exceptional- 
ly antimycotic di-chloro salicylanilides, is 
available in Ointment Salundek (New). 
This, it is believed, in conjunction with 
skilled medical management and the pa- 
tient’s cooperation, will shorten treatment 
time of Tinea Capitis and simultaneously 
increase the rate of cure. 


References: 
Hopkins, J. G., et al; J. Invest. 
Dermat., 7, 239-253 
Sullivan, M., and Bereston, E. S.; 
J. Dermat. 19, 175-178. 
Marsh, W. C.; 
U.S. Armed FE Med. J.; 1, 1105-7. 


Available at all prescription pharmacies. 
Tubes of 1 oz. Jars of 1 lb. 


Write for literature and 
a liberal trial supply. 
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MALTBIE LABORATORIES DIVISION 


WALLACE & TIERNAN INC. 


25 MAIN ST.. BELLEVILLE 9. NEW JERSEY. U.S.A. 
PSA-10 


SAFEGUARDS 
MILK FROM 


@ Most bottle caps protect milk suffi- 
ciently from dairy to doorstep. But for 
safeguarding miik both before and after 
delivery, none can match the “last drop” 
protection assured by Seal-Hood and Seal- 
Kap closures (disc and cap in one com- 
pact, easy-to-open unit). 

No metal to fight with...no annoying 
prying or special tool is needed to open a 
Seal-Kap or Seal-Hood closure. Both open 
easily...yet snap back on tightly every 
time the milk is used. This means sure 
sanitary protection—right down to the 
last drop of milk in the bottle. 

Both Seal-Kap and Seal-Hood have the 
double-safe qualities of a cap-plus-hood 

— without its cost or operation 

trouble. These one-piece clo- 

sures bring dairymen single- 
operation economy. 


ICAN SEAL-KAP CORP. 
44th DRIVE 
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1790 Broadway at 58th Street 


AMERICAN JoURNAL or Pusitic HEALTH AND THE 
Nations Heattu. Single copies............. $1.00 
AN APPRAISAL METHOD FoR MEASURING THE QuAL- 
or Hovusinc: A Yarpstick ror 
Orricrrs, Houstnc OrrictiaLs AND PLANNERS: 
Part I. Nature anp Uses or THe Mernop. 1.00 
$l. 


Vor. A—Drrector’s ey $3.00. VoL. 
B—Fretp Procepures, $2. Va. C— 
Procepures, $2.00 (1946): or three 
APPRAISAL OF NEIGHBORHOOD EN- 
VIRONMENT. (1950). 132 
Bastc PrincrpLes or HEALTHFUL 
Care or Laporatory ANIMALS. 1954. 32 pp. .75 
Contro. or ComMUNICABLE DisEasEs IN MAN. 
8th ed. 1955. 
Diacnostic ProcepuRES AND REAGENTS. TECHNICS 
ror THE Laporatory DraGNosis AND CoNTROL 
or THe CoMMUNICABLE Diseases. 3rd ed., 1950. 
Diasnostic Procepures ror Virus AND RICKETT- 
staL Diseases. 1948. 347 $4.50 
00 


ousING. 2d ed. 


Directory or Pustic Statisticians (5th 
Evacuation For use in the study and 
appraisal of community health programs...... .70 
GeneraL Mepicat Care Procrams In Loca 
HeattH Departments. Milton Terris and Na- 
than Kramer. 1951. 129 pp............++.- 60 
Giossary Water aND Sewace Controt 
NEERING. 1949. 274 pp. Paper cover........ $1.00 
Gume ror THE Mepicat Pusiic 
Nursinc Supervision or TusercuLosis Cases 
anD Contacts. 1953. 24 .30 
00 


Guipe to a Community Heattn Srupy. Re- 
$1. 
Heatta Practice Inpices 1947-1948. A Collec- 
tion of charts C, ~% the range of accomplish- 
ments in various fie of community health 
service. pp 
HeattH Supervision or Younc 180 


8 


Hovustne An Actnc Poputation. 1953. 92 pp. $1.00 


BactertaL CLEANABILITY oF VaARIous Types or EATING 
Surraces. [February, 1953.] 12 pp. 25¢. 
or Pustic HeattH Motion Pictures AND 
Srreips. [April, 1950.] 4 pp. S¢. 
BooksHELF on Foops anp Nutrition. [April, 1985.) 

12 pp 
CONGRESSIONAL HEARINGS ON 


Water-Borne 
15¢. 


(May, 1952.) 5 pp. 
IMPROVEMENT oF Locat Housinc REGULATION UNDER THE 
Law. (November, 1942.] 16 pp. 25¢. 


a Propnet. [February, 
Pp. 
Tue Heatte Deprartment—Services anp Re- 


SPONSIBILITIES. An official statement of the rican 
Public Health Association. [195C.] 8 pp. 10¢. 
On tHr Use or SAMPLING IN THE Fretp or Pustic 
Heattu. [June, 1954.] 24 pp. 40¢. 
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AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


New York 19, N. Y. 


Publications of the A.P.H.A. 


MeEtHops ror DeTerMINING Leap IN AIR AND IN 
Brotocica Marertars. 1944. 41 pp.......... 50 
Nutrition Practices: A GumE FOR 


HeattH ADMINISTRATORS. 80 $1.00 
OccupaTionaL Leap Exposure Leap Polson- 

Panum on Meastes. By P. L. Panum (Transla- 

tion from the Danish)” Delta Omega ed., 1940. 

Proposep Hovusinc Orpinance 1952. 4 pp re: 75 
Proposep Sanitary Cope. Part III of a Study ot 

Pustic Heattu Career PAMPHLETS: 

Pusiic HrattH—A r with a Future. Re- 

InpustRiAL Hycrene 1949 1-5 copies free: 
Tue Encr. anp SANITARIAN 1949 
SraTisTIcIaAN 1955 ea. 10¢ 

Papers or Haven Emerson. 1949. $3.00 
Report”, Tue. Report of the Sanitary 
Commission Massachusetts: 1850. 321 pp... $4.50 
StanpaRrD METHODS FOR THE EXAMINATION or 
Darry Propucts. 10th ed., 1953. 345 pp..... $4.75 
MICROBIOLOGICAL EXAMINATION OF MILK AND 
Cream: Chapter 2 Only. 64 pp.......... .75 
SeprmeNt Cart. 10th ed. available 
STANDARDS FoR HEALTHFUL HovsING: 
PLANNING THE NEIGHBORHOOD. 1948. 89 pp... $2.50 
PLANNING THE Home For OccuPaANcy. 1950. 

CONSTRUCTION AND EQuirpMENT oF THE Home. 

$2.50 
The set, handsomely boxed..................- $7.50 

STANDARD METHODS FOR THE EXAMINATION OF 
Water, Sewacr anp Inpustriac Wastes. 10th 
to members of A P.H.A., A.W.W.A., 
1.W.A. on prepaid orders "only for a 


Swimminc Poots aNp OrHer Pustic BaTuinc 
Piraces. Recommended Practice for Design, 
Equipment and Operation of, 1949. 56 pp.... .55 

35 Year Inpex oF THE AMERICAN JOURNAL OF 
Pusuic Heattu. Years 1911 to 1945. 340 pp 


Buckram Ed. $7.00. Paper Ed............... $3.75 
Wuat’s tHe Score? Committee on Administrative 
Practice. A.P.H.A. 1950. 52 pp..........+- 50 


Order trom the Book Service — Advance Payment is Requested 


Reprints from the American Journal of Public Health 


Present Status or rue Conrrot or Arr-Borne Inrec- 
nome [January, 1947.] Report of the Subcommittee 
for the 7 of Methods and Control of Air-Borne 
Infections. 10 pp. 25¢. 

PRINCIPLES FOR CONSIDERATION IN JUDGING THE PROBABLE 
EFFECTIVENESS OF FEDERAL LEGISLATION DESIGNED TO 
Improve THE HeattH or or AcE. 
[April, 1948.] 4 pp. 10¢. 

ReEcENT OBSERVATIONS OF THE British NATIONAL HEALTH 
Service. [May, 1949.] 6 pp. 15¢. 

State HEALTH DEPARTMENT—-SERVICES AND ReESPONSIBILI- 
tres. (February, 1954.] 20 pp. 35¢. 

SuccEstep STANDARDS FOR HeattH SERVICES IN Stconpany 


Scnoots. [May Year Book 1952.] 12 pp. 15¢. 
VENTILATION AND ATMOSPHERIC PottuTIon.  [July, 


Escherichia coli Mune Waters. 
“uly, 1982." 5 pp. 10¢. 


Order from the Book Service — Advance Payment is Requested 


== 
ay 


AUGUST 1955, AJ.P.H. 


XXV 


Preserwe your JOURNALS 


with this Jesse Jones 


Volume File 


ed and produced for the American 


Speciall 
Journal o atti ¢ Health, this file will keep one 
volume, or 12 issues, clean, orderly and readily 
accessible. Picture this distinctive, eurdy Volume 
File on your book shelf. Its rich red and green 


Kiver cover looks and feels like leather, and the 
16-carat gold leaf hot-embossed lettering makes it 
a fit companion for your finest bindings. 

The Volume File is reasonably priced, in spite of 
its costly appearance. It is sent postpaid, ceneags 
in Canada and in foreign countries) carefully 
packed, for $2.50 each. Most members will find it 
ane convenient and economical to order 3 for 
$7.00 or 6 for $13.00. Satisfaction guaranteed. 
For prompt shipment, order direct from the: 


American Public Health Association 


1790 Broadway, New York 19, N. Y. 


(please print) 


(street) 


PROFESSIONAL SOCIETIES 


(name of organization) 


1790 Broadway at 58th Street 


APPLICATION FOR MEMBERSHIP 


EDUCATION (give schools, dates and degrees; if no degrees received, say “none”) 


OF WHICH A MEMBER................... 


(part or full time) 


Remarks to describe character of work if not indicated by 


AMERICAN PUBLIC HEALTH ASSOCIATION, Ine. 


Please complete application on reverse side 


icity or town) (state) 


(title of position) 


New York 19, N. Y. 


3 
HEALTH 
EXPERIENCE (show recent positions, giving titles, names of organizations and years of tenure) 3 
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A.P.H.A. AFFILIATED SOCIETIES AND BRANCHES 


SocieETY AND SECRETARY 


a — Pustic Heattu Association, Mrs. Harriett L. Paul, State Dept. of Health, State Office Bidg., 
nix 
Cororapo Pustic Heart Association, Arguyle Seikel, 901 E. 17th Ave., Denver 
Connecticut Pustic Heatts Association, Mrs. Claire Reinhardt, 310 Cedar St., New Haven 
Cusan Pustic Heattna Soctery, Dr. Raphael Calvo San Rafael 1170, Havana 
Frorma Pustic Hearts Association, Fred B. Ragland, O. Box 210, Jacksonville 
Gerorcia Pustic Heattu Association, J. F. Hackney, M. 224 Central Ave., S.W., Atlanta 
IpaHo Pustic Heattu Association, Mrs. D. W. McDougal 0. Box 563, Boise 
Ictrnots Pustic HEALTH Lillian Nash, 737 Wolcott, Chicago 
Iowa Pustic HEALTH Association, K. E. Hartoft, State Dept. of Health, Des Moines 
Kansas Pustic Hearts ASSOCIATION, Evelyn Ford, State Board of Health, State Capitol, Topeka 
Louisiana Pustic HEALTH ASSOCIATION, Margaret Moore, P. O. Box 630, New Orleans 
MASSACHUSETTS PuBLIC HEALTH AssociaTIoN, Helen P. Cleary, 695 Huntington fa a 
Micatcan Pustic Hearts Association, La Rue Miller, 3429 Old Dewitt Road, 
— HEALTH CONFERENCE, D.S S. Fleming, M.D., State Dept. of University Campus, 
inneapolis 
Missouri Pustic Heatta Association, Mrs. Craver, Sth Fl., State Office Bldg., Jefferson City 
New Mexico Pustic HEALTH ASSOCIATION, M . Gilliland, Box 711, Santa Fe 
New Yorx State Pustic HEALTH ASSOCIATION, B. Randle, 1053 Franklin Ave., Ky City, N. Y. 
Norra Pustic Hearts Association, Doris Tillery, State Board of Heal th, "Rale 
Norte Daxota Pusiic Heattu Association, Cora Shelstad, State Dept. of Health, 
Nortuern Catrrornta Pustic HEALTH Association, Constance Cavender, Alameda Co. Health Dept., 
15000 Foothill Blvd., San Leandro 
Onto Pustic HEALTH AssocIATION, Maxine F. Pendleton, Madison Co. Health Dept., Londo: 
Pustic HEALTH AssociATION, Marjorie Butler, 3400 Eastern, Oklahoma “City 
PENNSYLVANIA Pustic HeattH Association, Robert H. Conn, 303 N. Second St., Harrisburg 
Pustic Heattn Association or New City, Abe Brown, Dept., 125 Worth 
Puerto Rico Pustic Heattn Association, Adelaida Sanavitis, rtado 211, 
Sours Pustic Heattu Assoctation, Mrs. Carrie B. jest, State "Board of Health, Columbia 
Soutn Dakota Pustic Heattn Association, T. A. Evans, State Dept. of Health, Pierre 
Pustic Heattn Association, Gerald A. Heidbreder, M.D., 241 No. Figueroa St., 
os Angeles 
Heatts Assoctation, C. B. Tucker, M.D., State Dept. of Health, 420 Sixth Ave., N. 
Texas Pustic Hearts Association, H. E. Drum t, City Health Dept., 
Ueed See — Association, Mrs. Mildred Engar, Salt Lake City = of Health, 115 So. State, 
Salt e City 
beer State Pustic Heattn Association, John E. Van Amburgh, Seattle-King Co. Health Dept., 
att 
West Virctrnta Pustic Heattn Association, Paul B. Shanks, State Dept. of Public Health, Charleston 
Sourmern Brancu, A.P.H.A., H. E. Drumwright, City Health Dept., Dallas, Texas 
vs Branca, A.P.H.A., "Mrs. L. Amy Darter, State Dept. of Micaltte 2151 Berkeley Way, Berkeley. 
Cali 


(Continued from previous page) 


SECTION IN WHICH MEMBERSHIP IS DESIRED (choose only one) 
(C0 Health Officers [) Engineering and (0 Maternal and Child Health [ Fpidemiology 


( Laboratory Sanitation ( Public Health Education (0 School Heaith 

[) Statistics ( Occupational Health [] Public Health Nursing (0 Dental Health 
Food and Nutrition Medical Care Unaffiliated 

SPONSORS 


Note: Sponsors must be two members and/or Fellows of the American Public Health 
Association. It is essential that your application be sponsored, but if you cannot 
obtain the signatures of two persons affiliated with the Association, write their 
names and addresses in the spaces above and we will get in touch with them for you. 


DUES A remittance for $...... is enclosed. Dues will be paid by ............eeeeeees 


pliteycnichide dee seeeeceeeeeeeeeeeeeee and a bill should be sent to that address. 
Annual membership dues are $10.00 ($10.50 Canada; $11.00 foreign countries ex- 
clusive of Latin America) and include a subscription to the American Journal of 
Public Health as well as the other services maintained by the Association. The 
membership year is the same as the calendar year. Members joining during the 
first six months of the year will receive the Journal from January onward. 
Members joining after July Ist are requested to pay $15.00 (Canada $15.75, foreign 
$16.50) covering the latter half of the current year and the whole of the ensuing 
year, the Journal beginning with July of the current year. 
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FOR MAXIMUM PROTECTION 
AGAINST RABIES... 


You can depend on Rares VACCINE 
AVIANIZED® Lederle for effective, 
longer lasting immunity against 
rabies in dogs. Lederle-developed, 
Flury strain, rabies vaccine is used 
throughout the world by practicing | 
veterinarians and such world-wide 


health agencies as the World Health 
Organization of the United Nations. 


Under WHO direction, this vaccine j 
brought rabies in dogs under con- ase 
trol in areas (Israel and Malaya) 4 
where for years it had been a terri- 

fying health problem. 

Lederle rabies vaccines are potency 


tested, safety tested, field tested. 
Lederle rabies vaccine for dogs is 
the only chick embryo rabies vac- 
cine that has been tested for dura- 
tion of immunity. 


Full name of product is: Rapres Vaccine 
Modified Live Virus (Chick Embryo Ori- 
gin— Vacuum Dried) AVIANIZED.® 

(1 dose vial; 5-1 dose vials; 10 dose vials 
—all with diluent). 

Schedule the Lederle 16 mm. sound film 
“Rabies Can be Controlled.” It provides 
strong support for the rabies vaccination 
program. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


PEARL RIVER NEW YORK 


ff 
Jc Restore te 
RABIES VACcing | 
Moditigg Live Virus | 
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DIRECTORY OF EXHIBITS 
83rd Annual Meeting, American Public Health Association 
November 14-18, 1955 
Municipal Auditorium, Kansas City, Mo. 


Arrmass, Inc., Cleveland, O., Booth 193. 


Atoe Screntiric, Division of A. S. Aloe Co., 
St. Louis, Mo., Booths 228 and 229. 


American Can Co., New York, N. Y., Booth 
219. 


American Hosprtat Suppty Corp., Evanston, 
Til, Booth 176. 


AmeriIcAN Mepicat Association, TODAY'S 
HEALTH, Chicago, Ill., Booth 230. 


American Opticat Co., Buffalo, N. Y., 
Booth 225. 


Topacco Co., Richmond, Va., 
Booths 188 and 189. 


Association CONVENTIONS Exuisits, New 
York, N. Y., Booth 247. 


ASSOCIATION OF AMERICAN UNIVERSITY 
Presses, New Haven, Conn., Booth 191. 


Avuptvox, Inc., Boston, Mass., Booth 258. 


Basy Devetopment Curnic, Chicago, 
Booth 179. 


Beatrice Foops Co., Chicago, IIll., Booth 217. 


Becton, Dickinson & Co., Rutherford, N. J., 
Booths 185, 186 and 187. 


Bettone Hearinc Am Co., AupDIOMETER Div., 
Chicago, Ill., Booth 248. 


Tue Best Foops, Inc., New York, N. Y., 
Booth 214. 


Biakiston Drvistion, McGraw-Hirt Boox 
Co., Inc., New York, N. Y., Booth 224. 


Tue Borpen Co., New York, N. Y., Booth 
218. 


Carnation Co., Los Angeles, Calif., Booth 
203. 


Case Lasoratortes, Chicago, Ill., Booth 241. 


Cereat Institute, Inc., Chicago, Ill., Booth 
182. 


Tue Curcaco Dreretic Suppty House, Inc., 
Chicago, Ill., Booth 222. 


Curean Ioprve Epucationat Bureau, Inc., 
New York, N. Y., Booth 169. 


CrerSire Co., Chicago, Ill., Booth 253. 
Tue Coca-Cora Co., Atlanta, Ga., Booth 254. 


Dirco Lasoratortes, Inc., Detroit, Mich., 
Booth 173. 


Donco, Inc., Englewood, Colo., Booth 234. 


Economics Lasoratory, Inc., New York, 
N. Y., Booth 238. 


EqurtaBLe Lire AssurANCE Society, New 
York, N. Y., Booths 156 and 157. 


Evaroratep Association, Chicago, IIl., 
Booth 227. 


Everest AND JENNINGS, Los Angeles, Calif., 
Booth 240. 


GALVANIZED WARE MANUFACTURERS COUNCIL, 
Chicago, Ill., Booth 166. 

Grar-Apsco Co., Chicago, Ill., Booth 213. 

Joun Hancock Mutvat Lire Insurance 
Co., Boston, Mass., Booth 243. 


Hericke InstruMENTS, Hollywood, Fia., 
Booth 174. 

Hopart Manuracturrnc Co., Troy, Ohio, 
Booth 237. 

INTERNATIONAL CELLUCOTTON Propucts Co., 
Chicago, Il., Booth 172. 

Kewaunee Manvuracturtnc Co., Adrian, 
Mich., Booths 194 and 195. 

Kruse Grass Company, Toledo, Ohio, Booth 
178. 

LAFAYETTE PHARMACAL, INc., Lafayette, Ind., 
Booth 236. 
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DIRECTORY OF EXHIBITS (cont.) 


83rd Annual Meeting, American Public Health Association 


November 14-18, 1955 


Municipal Auditorium, Kansas City, Mo. 


Licensep Beverace Inpustries, Inc., New 
York, N. Y., Booth 168. 


E. Lerrz, Inc., New York, N. Y., Booth 177. 


Lire anp Heatta, Washington, D. C., Booth 
171. 


Eur Litty anp Co., Indianapolis, Ind., Booth 
216. 


Luy-Tuuie Cup Corp., New York, N. Y., 
Booth 208. 


Lrncotn  Lasoratories, Inc., Decatur, 
Booth 229. 


Tue Lorvic Corp., Karmium Drv., St. Louis, 
Mo., Booth 215. 


M & R Lasoratorres, Drv., Colum- 
bus, Ohio, Booth 231. 


MacGrecor InstruMent Co., Needham, Mass., 
Booth 202. 


Tae Marco Co., Minneapolis, Minn., Booth 
196. 


THe Co., New York, N. Y., 
Booth 164. 


Fitter Corp., Watertown, Mass., 
Booth 192. 


C. V. Mossy Co., St. Louis, Mo. Booth 167 


Natrona Dary Councit, Chicago, IIl., Booth 
175. 


Natronat Live Stock & Meat Boarp, Chi- 
cago, Ill., Booth 165. 


OrternaL Contowr Lounce, Kansas 
City, Mo., Booth 212. 


Ovat Woop Dssu Corp., Tupper Lake, N. Y., 
Booth 226. 


Parke, Davis & Co., Detroit, Mich., Booth 204. 


Pepreripce Farm inc., Norwalk, Conn., 
Booth 239. 


Pepst-Cota Co., New York, N. Y., Booths 
162 and 163. 


Pet Mrx Co., St. Louis, Mo., Booth 183. 


Prrman-Moore Co., Indianapolis, Ind., Booth 
200. 


Precision Screntiric Co., Chicago, IIl., Booths 
180 and 181. 


Proctor AND GAmsie Co., Cincinnati, Ohio, 
Booth 201. 


Pusitic Heatta COMMITTEE OF THE PAPER 
Cup anp ConTarner Institute, New York, 
N. Y., Booth 235. 


W. B. Saunvers Co., Philadelphia, Pa., Booth 
233. 


Searricnut Co., Inc., Fulton, N. Y., Booths 
206 and 209. 


Tue Seven-Up Co., St. Louis, Mo., Booth 
244. 


& Frencn Laporatortes, Phila- 
delphia, Pa., Booth 184. 


Sonotone Corp., Elmsford, N. Y., Booth 207. 


E. R. Squires & Sons, Division or MATuHtEson 
Cuemicat Corp., New York, N. Y., Booths 
210 and 211. 


Sterwin Cuemicats, Inc., New York, N. Y., 
Booth 232. 


Tampax, Inc., New York, N. Y., Booth 242. 


Trace Erements Corp., Houston, Texas, 
Booth 205. 


Triton Co., Rosemead, Calif., 
Booth 149. 


Wattace & Tiernan, Inc., Belleville, N. J., 
Booth 170. 


Wyvern Laporartortes, Philadelphia, Pa., Booth 
199. 
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LIQUID EQUIPMENT CLEANER! 


| 


PLENTY OF SUDS 


HARMLESS AS WATER 


AA, 


NO “SLIPPERY” FEEL 


WASTE-PROOF 


DISPENSER 
INSTANTLY SOLUBLE 
EXTRA CLEANING PUNCH 
GUARANTEED! Diversey'’s amazing new liquid 
TIG is so different and so superior 
a cleaning compound that results cannot be 
EASY-TO-STORE compared to the past performance of ordinary 
CONTAINER cleaners. NEW TIG packs a cleaning punch 


never before possible! You get far longer solu- 


tion life... accurate solutions .. . no waste . . . 
USE THIS HANDY COUPON a thick, rich suds blanket. And a 10 gallon 
drum of TIG is compact enough to store right 


“ The Diversey Corp., 1820 Roscoe $t., Chicago 13, I beside equipment. But no need to take our 
(1 Send me full information on new liquid TIG word for it. Use the handy coupor. below for 


| © Ask my local D-man to bring me a sample | complete information! 
| | 


THE DIVERSEY CORPORATION 
"1820 Roscoe Street, Chicago 13, Minois, 


In Canada: The Diversey Corporation ‘Canada 
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Meat... 


and the Problem of 


Senile Osteoporosis 


Perhaps under the still-persisting influence of the mistaken “health 
legends” of former days, many older people tend to eat less meat and 
other nutritionally valuable protein foods than they should; thus, the 
osteoporosis that occurs naturally in the aging body may be unduly 
augmented.' 

A balenced diet supplying optimal amounts of protein is essential, 
and appecrs to be useful in preventing and in siowing the progress of 
osteoporosis in senile persons. Adequate protein intake is instrumental! in 
supportirg osteoblastic activity so necessary for production of osseous 
matrix. ‘‘When osteoporosis is present, the prime objective is an adequate, 
high protein diet (a gram or more [of protein] per kilogram of body 
weight), to aid in building bony matrix for osteoblastic activity.” 


Meat constitutes one cf the most important sources of protein in the 
nutrition of the aged. Meat offers biologically effective protein —effective 
in the maintenance as well as the reconstruction of wasted or damaged 
tissue. its natural content of B vitamins and of essential minerals not 
only helps to supply the daily needs for these nutrients, but is necessary 
for the proper utilization of amino acids.* 


The appealing taste of meat, its appetite-stimulating quality, and its 
almost complete digestibility also are important in geriatric nutrition. 


1. Rechtman, A. M., and Yarrow, M. W.: Osteoporosis, Am. Pract. & Digest Treat. 
5:691 (Sept.) 1954, 

2. Cannon, P. R.; Frazier, L. E., and Hughes, R. H.: Factors Influencing Amino 
Acid Utilization in Tissue Protein Synthesis, in Symposium on Protein Metabo- 
tism, New York, The National Vitamin Foundation, Inc., 1954, pp. 55-90. 


The nutritional statements made in this advertise- 
ment have been reviewed and found consistent with 
current medical opinion by the Council on Foods 
and Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago ... Members Throughout the United States 
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Sensitivity Testing 
of 
TUBERCLE BACILLI 


BACTO-SENSITIVITY DISKS 


_ SeNsrrivitres to the commonly employed therapeutic agents are accurately 
and readily determined using Bacto-Sensitivity Disks containing three con- 
centrations of Dihydrostreptomycin, Streptomycin, Viomycin, PAS (p-Amino 
Salicylic Acid) and INH (Isonicotinic Acid Hydrazide). Concentrated speci- 
men or pure cultures are evenly streaked on Bacto-Peizer TB Medium and 
Sensitivity Disks applied. Zones of inhibition of growth following incubation 
indicate if an organism is sensitive, moderately sensitive or resistant to che 
various chemotherapeutic agents. 

Peizer TB Medium recommended for sensitivity test procedures is easily and 
readily prepared frum Bacto-Peizer TB Medium Base and Bacto-Peizer TB 
Medium Enrichment (Peizer and Schecter: Am. J. Clin. Path., 20:682:1950). 
This is a selective medium suitable for primary culture and simultaneous 
sensitivity determinations of tubercle bacilli from concentrated specimen. 


BACTO-SENSITIVITY TEST MEDIA 


Bacto-ATS Medium and Bacto-Lowenstein Medium are available in screw 
capped tubes with added chemotherapeutic agents. The ATS Medium is 
prepared according to the formula specified by the American Trudeau aguas 
the Lowenstein Medium according to the Jensen modification. These medi 

_ are processed under carefully controlled conditions to give rapid optimal 
growth of the tubercle bacilli. 


Bactc-ATS Sensitivity Media and Bacto-Lowenstein Sensitivity Media are 
supphed in sets of 12 tubes consisting of 2 tubes of control medium without 
therapeutic agent and one tube each of the following: 


Streptomycin 10 mcg./ml. INH 5 meg./ml. 

Streptomycin 100 mcg./ml. Streptomycin 10 mcg. and PAS 100 mcg./ml. 
Viomycin 10 mcg./m. Streptomycin 100 mcg. and PAS 100 mcg./ml. 
Viemycin 100 mcg./m!. Streptomycin 10 mcg. and INH 1 mcg./ml. 
INH 1 mcg./mil. Streptomycin 100 mcg. and INH 5 mcg./ml. 


The above media are also supplied in packages of 12 tubes of any one medium. 
In addition, for more detailed determinations, ATS Sensitivity Media and 
Lowenstein Sensitivity Media containing Streptomycin 250 mcg., Viomycin 
250 mcg., and INH 0.2 mcg. ere available in packages of 12 tubes. 

These media are supplied in incubator packages which permit preferred 
horizontal incubation. 


Bulletin No. 141 describing Sensitivity Testing 
of Tubercle Bacilli is available upon request. 


Dirco LABORATORIES 


DETROIT 1, MICHIGAN 


‘DIFCO! 
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